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I feel greatly honoured by being invited to deliver the 
annual Cavendish Lecture to the West London Medico- 
Chirurgical Society, and I am much interested in the 
reason why the lecture is so called. Like the splendid 
Cavendish Laboratory at Cambridge, to which the 
developments of modern science, including radar and 
nuclear physics, owe so much, and which is glorified 
by the names of Kelvin and Clerk-Maxwell and Ruther- 
ford and J. J. Thomson, its title serves to commemorate 
that remarkable man of science Henry Cavendish— 
“ natural philosopher,” as he was called in the early days 
of the Royal Society—whose discoveries in chemistry 
and physics in the eighteenth century rank so high. The 
West London Hospital was built near his house, where he 
pursued his studies—a lonely and retiring bachelor, who 
accumulated and left in his will over a million pounds, 
and who avoided all companionship, ordering his dinner 
by a note left on his hall table, while his female domestic 
servants had orders to keep out of his sight, on pain of 
instant dismissal. He was-a member of the Royal 
Society, and communicated to that learned body the 
results of his investigations, including the famous 
“Cavendish experiment,” which measured the pull of 
gravity and helped to determine the density of the globe. 

A former Lord Chancellor, the omniscient Lord 
Brougham, who desired to show himself in his old age 
a man of science and an author no less than a lawyer, 
in his Sketches of Statesmen and Philosophers describes 
how he met Cavendish at meetings of the Royal Society, 
how Cavendish avoided all conversation, and how “ he 
probably uttered fewer words in the course of his life 
than any man who ever lived to four-score years "—a 
record of non-volubility worthy of a Trappist monk, 
which neither Lord Brougham nor any subsequent 
octogenarian ex-Lord Chancellor can claim to have 
equalled. When a former Duke of Devonshire, him- 
self the head of the Cavendish family, was the first 
President of the West London Hospital, he urged that 
something should be done to associate Henry Caven- 
dish’s name with the hospital, and this lecture is one 
of the results. 

Reflecting on the task of preparing this lecture and on 
the situations when law and medicine meet one another, 
I have chosen as the title of my discourse “ The Doctor 
in the Witness-box,” and I propose to make a few 


*The Cavendish Lecture given before the West London Medico- 
Chirurgical 


Society on May 11. 


THE DOCTOR IN THE WITNESS-BOX* 


BY 
VISCOUNT SIMON, P.C., G.C.S.L, G.C.V.O. 


observations on the service which medical men render to 
the community when they testify in court. 


The Expert’s Opinion 

A Law Court exists to determine legal rights and to 
punish crimes, and in both cases it relies on the evidence 
of witnesses, who are sworn to tell the truth. Most 
witnesses are called to prove ordinary facts, like the 
facts of an accident which they have observed, or the 
conduct of others which they have seen. But a duly 
qualified doctor is usually an expert witness and employs 
his skill and knowledge to express a medical opinion 
and draw conclusions from symptoms he has observed 
or from facts that have been proved. The law permits 
him to do this because the tribunal (judge or jury) is not 
itself qualified to draw. such conclusions and therefore 
relies on a specialist to tell it what the proper deduc- 
tion is. When a Home Office analyst like the late Sir - 
Bernard Spilsbury, or an expert like the late Sir William 
Willcox, is asked what he has found at a post-mortem 
examination, he not only testifies to the facts found, 
to the condition of organs examined, and so on (which 
is fact), but adds the conclusion at which he, as a 
specialist, arrives, regarding what the deceased had been 
doing or suffering, and regarding the cause of death 
(which is opinion). But observe that the expert’s opinion 
is admissible in evidence solely to fill up the gap due 
to the tribunal’s inability to draw a proper technical 
conclusion from the facts. 

If the question is whether a motorist was driving to 
the common danger, you cannot call expert evidence 
to decide the point, because the tribunal, having ascer- 


tained the facts and circumstances, can draw its own 


conclusion, and no specialist opinion on motor-driving 
is needed or would be admitted. If the question is 
what damages should be given for injury in a road acci- 
dent, the doctor can testify to the injuries received and 
to the time needed for recovery, but he cannot give 
expert evidence on the proper amount of money com- 
pensation for the injury, for that is a conclusion to be 
arrived at by the jury as sensible citizens on the facts 
proved. A jury, indeed (or a judge sitting without a 
jury), is left to use its own judgment and common sense 
and to fix the amount of damages in its verdict without 
expert assistance regarding the figure, and to solve an 
insoluble conundrum in the process: in a breach-of- 
promise action it fixes the money equivalent to a — 


~ 

— \ 
| 
\ 
| 
+ 
| 
* 
\ 
| 
— 
= 
9 


2 Jury 4, 1953 


DOCTOR IN THE WITNESS-BOX 


BritisH 
MEDvIcAL JOURNAL 


heart, and in an accident case the money equivalent 
- to a broken leg, without the opinion of a specialist on 
what the compensation should be. 


An Instrument of Justice 


But how important and how responsible is a doctor’s 
evidence? The doctor in the witness-box, in giving his 
opinion, is in a quite special sense the instrument of justice. 
1 would venture to say that he should, so far as possible, 
avoid unnecessary jargon, and try to explain in simple terms 
the reason why he draws from the facts the conclusion 
which he pronounces. The best medical witnesses I have 
known are not always the most dogmatic. A Court may be 
the more impressed with the doctor’s view if it is advanced 
without undue insistence, for the expert is not an advocate 
in the case supporting one side against the other, but a 
specialist putting his skill and judgment at the service of 
the tribunal that is anxious to take advantage of his help 
and to arrive at the truth. 

I remember to have been told of a witty Irish judge who 
did not much like the cocksure manner of a young doctor 
in the witness-box. The witness was testifying, with a wealth 
of technical verbiage, that a man he had examined was 
suffering from osteoarthritis—then a new medical term for 
a very ancient and very painful complaint. 

“Tell me, doctor,” said the old judge, who suspected the 
glibness of the witness, “is arthritis so called from Dr. 
Arthur of Ballyshannon, who discovered the disease ? ” 

“ That is so,” replied the young man with assurance. 

“Oh, indeed,” said the judge, “then the term is not 
derived from two Greek words “ to cp 8p0v” meaning “ the 
joint ” ? 

Sometimes, counsel know a little medicine. Sir Robert 
Finlay, Attorney-General and later Lord Chancellor, at first 
practised as a doctor, and Sir Edward Marshall Hall (who 
was the son of a doctor) made much of his knowledge of 
medical things in the criminal trials in which he took part. 
And counsel sometimes have to make themselves acquainted 
with some corner of medicine for the purposes of a case. 
Sir Edward Clarke, for example, when he defended Mrs. 
Adelaide Bartlett on the charge of murdering her husband 
by pouring liquid chloroform down his throat, shut himself 
up for a week to make himself master of the medical aspects 
of the subject by reading it up in textbooks, and he secured 
his client’s acquittal by questioning the doctors called by 
the prosecution to demonstrate how difficult it would be to 
do the deed without raising resistance in the victim or without 
interfering with the reflex action of swallowing. An,active- 
minded and industrious advocate can indeed, with good 
coaching, learn enough of a corner of science to enable him 
to question an expert with intelligence, and even to cross- 
examine him, remembering always that cross-examination 
does not mean examining crossly, and that it is a hopeless 
exercise to cross-examine about what is true. 


Two Difficult Matters 

But the effect of his hastily acquired scraps of knowledge 
is apt to be neutralized by the greater learning of the expert 
in the box, as happened to me years ago when I tried to 
cross-examine Sir Oliver Lodge on wireless telegraphy. 

There are two difficult matters which arise in the Law 
Courts when the Courts particularly rely on the help of 
medical men in the witness-box to assist the administration 
of justice. One is in deciding whether a testator was 
compos mentis when he made his last Will. The other is in 
deciding whether an accused was criminally responsible for 
what he did, or whether the diseased state of his mind was 
such as to exonerate him. Let me say a word on these two 
topics. 

It often happens that a will is challenged in the Probate 
Court on the ground that the testator—usually a very old 
man—executed it when he had no testamentary capacity, 
and the question whether he had testamentary capacity is 
thrashed out by alienists of great reputation and experience. 


The old man may have bequeathed his property to his sick- 


nurse who attended him and have made no provision for 
his family or relations. He may have cut his wife out of 
his will and given his money to strangers out of some insane 
delusion about them, or out of mental inability to appreciate 
who had claims upon him. The state of his mind at the 
moment when he made his will is then a question for 
experts—usually for doctors who attended him or for 
specialists who can draw deductions from proved facts. It 
is an inquiry that always interested me at the Bar: Was the 
dead man still in possession of his faculties, however feeble 
and debilitated he might be, or was it the seventh age of 
human life described by the melancholy Jaques : 
Last scene of all, 

That ends this strange eventful history, 

Is second childishness and mere oblivion, 

Sans teeth, sans eyes, sans taste, sans everything. 


Lastly, we come to the service which the medical profes- 
sion can render in the witness-box to the administration of 
British justice in investigating a charge of crime when it is 
suggested that the accused is not responsible for his action 
by reason of the unsound state of his mind. Observe, in the 
first place, that this defence is available not only on a charge 
of murder. It is equally open to be pleaded in charges of 
lesser crime, but a burglar or a pickpocket does not usuaHy 
raise the defence of insanity, for the result of success on that 
plea might be that he would be confined indefinitely as a 
lunatic. It is only in a capital case that the defence of 
insanity may be worth while. 

Observe, next, that the expression “ guilty but insane” 
does not accurately express the conclusion reached by the 
jury in a murder trial where the defence succeeds. The 
proper verdict is that the accused “is guilty of the murder, 
but was insane so as not to be responsible according to law 
at the time that he committed it.” This formula is laid 
down by the Act of Parliament which was passed in 1883 
after the trial of a man named Maclean for firing a pistol 
at Queen Victoria. He was acquitted on the ground of his 


insanity. 
Insanity as a Defence 

It is worth while to dwell on the language of the verdict 
in these cases, for it really provides the solution of the pro- 
blem which appears to trouble some alienists in discussing 
a murderer’s alleged insanity. The question for the jury is 
whether the accused was insane so as not to be responsible 
according to law. The crucial issue therefore is—What 
does the law regard as “criminal irresponsibility” 2? That 
is a legal, and not a medical, question. It cannot be 
answered by a doctor in the witness-box. It can be ex- 
pounded only by the Judge on the bench who is summing- 
up to the jury. Medical authorities can tell us much about 
diseases of the mind, but they cannot tell us what amounts 
to irresponsibility for murder according to law. The whole 
controversy on this subject—I speak with great respect of 
psychiatrists who have raised it—arises from a confusion 
between quite different topics. Once it is realized that the 
question is a legal question—What does the law regard as 
excusing a murderer from responsibility 7?—and that accord- 
ing to the present law a person of unsound mind may never- 
theless be criminally responsible, the criticism based on a 
supposed clash between medical and legal conceptions of 
insanity disappears. 

The present law as to criminal irresponsibility is, as you 


. know, contained in the M‘Naghten Rules—a series of 


propositions laid down in 1843 in the House of Lords when 
the Judges were consulted after the acquittal of a man 
named M‘Naghten, who shot Sir Robert Peel’s private secre- 
tary under the impression that he was Sir Robert himself. 
I have always thought of the incident as showing how 
important it is for a Cabinet Minister to have a private 
secretary who can be trusted to give satisfaction to visitors. 
I once read a House of Commons report of a discussion 
where the M‘Naghten Rules were mentioned, and where 
an honourable and learned Member referred to them as 
the work of that “very eminent Law Lord, Lord 
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MacNaghten ”—oblivious of the fact that the Lord of Appeal 
so named was only 13 years of age when the other 
M‘Naghten discharged his pistol, and that after a blameless 
life in the Chancery Courts (which have nothing to do 
with crime) Lord Macnaghten was appointed straight from 
the Bar to become a Law Lord 43 years after the M‘Naghten 
Rules were drawn up. All of which goes to establish the 
proposition that people who have the same name should 
not be confused with one another. 


The M‘Naghten Rules 


Let me remind you of what the M‘Naghten Rules lay 
down, emphasizing that they are rules of law defining what 
the law regards as criminal irresponsibility and that they 
are applied broadly by judges and juries in murder trials 
to this day. The rules are: (1) that an accused person 
is presumed to be sane and therefore responsible for what 
he does ; and (2) that to establish a defence on the ground 
of his insanity it must be clearly proved that he was labour- 
ing under such a defect of reason, from disease of the 
mind, as not to know the nature and quality of the act 
he was doing, or, if he did know it, that he did not know 
he was doing what was wrong. 

Modern psychiatrists would not regard these conditions as 
the only circumstances which establish unsoundness of mind, 
but the essential thing to observe is that, according to the 
law as thus laid down, a person may be of unsound mind 
and yet be criminally responsible. If a person does a crimi- 
nal act and has the capacity to know what the act is and to 
know that the act is one which he ought not to do, he 
commits a crime. Whether he should be punished for it is 
not the same question. A doctor, therefore, who is in the 
witness-box in a trial for murder where the defence of insan- 
ity is raised, and who is qualified to give evidence as to the 
insanity of the accused, should address himself to the two 
questions upon which the verdict will depend—first, did the 
accused know the quality of the deed he was doing, did he 
know he was taking a human life? Secondly, did he know 
that what he was doing was wrong? As Dr. Yellowlees 
points out in his book called To Define True Madness: 
Commonsense Psychiatry for Lay People, “there are two 
distinct questions involved: the question of criminal respon- 
sibility, which is a Jegal one for the law to settle by its own 
methods ; and the question of the state of an accused per- 
son’s mind, which is a medical question for the doctors to 
settle by theirs.” It only leads to misunderstanding to con- 
fuse the two. 

No doubt the science of psychiatry has made immense 
strides since the M‘Naghten Rules were drawn up in 1843, 
and it is now realized that disease of the mind may have its 
beginnings in conditions long past and in apparently un- 
related symptoms. But the law, in determining who is to 
be treated as criminally irresponsible, must apply definite 
criteria. So it is really no answer to say that the legal 
definition of insanity implies a conception of unsoundness 
of mind that is obsolete. Dr. Yellowlees, writing from a 
long experience of the practical side of the business, has put 
it on record that in actual practice the M‘Naghten Rules 
work, and work well. Judges and juries are impressed by 
really strong medical evidence of irresponsibility, and the 
legal formula is not of cast-iron, but allows of elastic appli- 
cation. On only one point am I convinced that the formula, 
as a working rule, might perhaps call for amendment. Does 
it provide for the case where the commission of a crime is 
due to an insane impulse which becomes absolutely uncon- 
trollable and irresistible.? It is difficult to fit into the 
M‘Naghten Rules.the case of a devoted mother whose 
mental disorder drives her to destroy her child, but in prac- 
tice, I think, a verdict would be returned which recognized 
the defence of insanity. 


The Fundamental Duty 


I have been speaking of a contrast which seems to arise 
between the views of doctors and of lawyers. We must 
remember that practitioners of the art of medicine and 


practitioners who are engaged in applying the law are work- 
ing in very different fields. But fundamentally the object 
at which they are aiming is the same, and the rules which 
they ought to observe in pursuing that object are alike. We 
are both serving the community. The doctor in the witness- 
box is applying his special knowledge in the interests of 
justice. 

The profession of advocacy does not require its practi- 
tioners to lay aside their probity, their candour, or their 
honour, and there is no profession in which the possession 
of these very qualities is more essential, and no profession 
in which the want of these qualities in one of its members 
makes him more of an.outcast. The duty .of the advocate 
was eloquently stated by an Irish judge in the great case of 
The Queen v. Daniel O'Connell. 

“He [the advocate] is a representative but not a delegate. He 
gives to his client the benefit of his learning, his talents, and 
his judgment; but all through he never forgets what he owes to 
himself and to others. He will not knowingly misstate the law: 
he will not wilfully misstate the facts, though it be to gain the 
cause for his client. He will ever bear in mind that if he be 
the advocate of an individual and retained and remunerated 
(often inadequately) for his valuable services, yet he has a prior 
and perpetual retainer on behalf of truth and justice; and there 
is no crown or other licence which in any case or for any party 
or purpose can discharge him from that primary and paramount 
retainer.” 

We have to use our special skill, as lawyer or doctor, in 
both cases to help the patient or the client who is in diffi- 
culties and to recover for him the peace of mind which has 
so much to do with happiness, and our duty is to devote all 
our skill and knowledge to the service of the individual who 
comes to us, and to give without stint the assistance asked 
for and promised by undertaking his case. No one can 
honourably be stinting of his effort ; no one who has under- 
taken to give his help can withhold the best of his service. 
This is indeed what is meant by belonging to an honourable 
profession, for such a profession has to be pursued with a 
zeal to help, and independently of the rewards which a 
particular service may give. In each occupation there is 
set up a high standard of professional duty, failure to 
observe which may bring down the correction of a govern- 
ing body composed of members of the profession who 
appreciate and judge shortcomings from their expert know- 
ledge, and in extreme cases may deny to the offender the 
right to claim to belong to the ranks of honourable practi- 
tioners or to be regarded as a skilled member of the craft. 


The test of all honourable professional service is one and 
the same. It behoves us all to remember that, though the 
particular case may rouse little professional interest, still 
the duty to attend to it with all one’s energy of mind remains. 
Alike for the lawyer and the doctor, we may sum up the rule 
for our professional life in Charles Kingsley’s well-known 
jingle : 

“Do the work that’s nearest, 
Though it’s dull at whiles, 
Helping, when you meet them, 
Lame dogs over stiles.” 


The Hospital for Women at Leeds celebrated its cen- 
tenary last month. It was opened on June 1, 1853, as 
the Hospital for Women and Children. At that time it was 
situated at East Parade, moving to its present site in 1861. 
By the end of the century its accommodation was proving 
inadequate to meet the demands made upon it, and in 1903 a 
new building was completed and opened. Private wards 
were made available in 1928 and a teaching unit came into 
being in 1932. On July 5, 1948, the hospital ceased to be 
independent and became a constituent of the United Leeds 
Hospitals. In its first year the hospital treated 52 in-patients 
and 470 out-patients; in its last year as an independent 
hospital 2,921 patients were admitted and 3,009 operations 
performed. In 1944 the hospital received convoys of 
wounded soldiers, who were so shy about heading their 
letters to their wives “Hospital for Women” that an 
appropriate military alias had to be devised. 
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THE EARLY COMPLICATIONS OF 
CARDIAC INFARCTION 


BY 


H. E. S. PEARSON, M.D., M.R.C.P. 
Physician, Whittington Hospital, London 


If a person survives the sudden loss by ischaemic necrosis 
of part of the ventricular muscle there follows a period 
fn which special dangers threaten each of the physical 
systems and the personality itself. These dangers arise 
from two principal sources; on the one hand, from 
the local effects of the lesion and the circulatory 
depression that follows; and, on the other, from the 
immobility that must be imposed by the physician, 
together with the hazards that may attend more active 
treatment. 

The purpose of this article is to enumerate the com- 
plications that have arisen in this way in a large series 
of cases of cardiac infarction, to assess their influence 
on prognosis, and to discuss their prevention and treat- 
ment. 

The 567 patients in this series (370 males, 197 females) 
have all been treated as in-patients at Whittington 
Hospital during a period of four years following Febru- 
ary, 1949. They comprise 338 consecutive cases under 
my care and 229 patients treated in other departments 
of the hospital. They include cases in which cardiac 
infarction developed in the course of other disease. The 
exclusion of patients in whom domiciliary treatment was 
possible and the usual proportion of beds for such emer- 
gencies have made the series a selective one, with a 
relatively high average age (64.5 years) and a bias to- 
wards greater than average severity. 

The gross mortality, including all patients reaching the 
receiving wards alive, was 212 (37.4%). Of this number, 
only 64 (11.3%) died without the supervention of any 
of the complications which form the subject of this 
article. 

Outline of Treatment 


The intravenous use of morphine was generally pre- 
ferred, when this drug was required, in order to avoid 
the establishment of inactive morphine depots in the 
ischaemic tissues of the shocked patient. Drugs of the 
sympathicomimetic group were avoided as stimulants 
except in the gravest emergency, but, where a steadily 
falling blood pressure was accompanied by clinical 
deterioration, intravenous saline or plasma infusions 
as described by Sampson and Singer (1949) were given. 
Intra-arterial infusions and transfusions (Berman and 
Akman, 1952) were also used occasionally to sustain 
a more rapidly falling blood pressure. 

Anticoagulant treatment was given during the period 
of recumbency in 406 cases. In the remaining 161 cases 
contraindications were present or the diagnosis was 
delayed or missed. The first 163 patients received dicou- 
marol preceded by heparin, 100 mg. six-hourly, by Olav- 
son needle, for 48 hours. The remaining 243 cases 
received ethyl biscoumacetate, with heparin for 24 hours 
unless the infarct was more than two days old. Pro- 
thrombin times were estimated by Toohey’s (1950) 
method and the results expressed as the ratio between 
the patient’s prothrombin time and that of a normal 
control. The aim in the first 100 cases was to keep 
this prothrombin time ratio (P.T.R.) between the limits 


of 1.5:1 and 2.5:1 during the period of treatment, but 
in the later cases it was considered safe (Pearson, 
1952) to raise this therapeutic range to between 2:1 
and 3:1. 

Passive movements and graduated exercises were given 
from as early a date as the patient’s condition allowed, 
and the treatment and convalescence otherwise followed 
the generally accepted course. 

In the following paragraphs the rough division into 
anterior-wall and posterior-wall infarcts is made where 
localization is significant. Lateral-wall infarcts are in- 
cluded in the posterior group because it is considered, 
in spite of Bosco’s (1943) view, that their arrhythmogenic 
characteristics are shared with those of infarcts of the 
right circumflex bed. Thus all infarcts described as 
anterior have followed occlusion of the anterior descend- 
ing branch. 


Ventricular Rupture 


Fortunately, this accident was rare. It did not occur 
under the age of 61, and the average age of the 14 
patients (2.5%) was 69.0 years. Women outnumbered 
men by nine to five, a similar sex distribution to that 
reported by Gans (1951). In eight cases the anterior wall 
of the left ventricle was involved, the posterior wall in 
five, and the septum in one. 

The cases fall into two groups. In the first (11 cases) 
the blood had dissected a passage between the necrotic 
muscle planes through the thickness of the ventricular 
wall, reaching the epicardium in one or more linear 
splits. In 10 instances it was possible to date the 
infarct, this form of rupture occurring after intervals of 
1, 2, 3, 5, 4, 6, 5, 5, 3, and 14 days respectively. Nine 


Taste I.—Instances of Vascular Occlusion, Haemorrhage, 
Gangrene, and Cardiac Rupture Tabulated According to Pro- 
thrombin Time Ratio (P.T.R.) on Day of Incidence. Thera- 
peutic Range in Bold Type. 


Anticoagulant 
Treatment Given Anti- 
(406 Cases) coagulant 
Treatment | Totals 
P.T.R. Values Withheld 
(161 Cases) 
<2 | 2-3 | >3 
Reinfarction or extension x 8 11 1 15 35 
Systemic venous thrombosis .. 4 3 0 25 32 
Pulmonary embolism .. - 9 1 32 46 
arterial thrombosis 1 0 0 5 
Systemic afterial thrombosis or 
embolism: 
Aorta .. 0 0 0 4 4 
Carotid 0 0 0 3 3 
Cerebral 0 0 0 12 12 
Retinal 0 0 0 1 1 
Abdominal 1 1 0 7 9 
Limbs 1 1 1 6 9 
Total 19 25 3 109 156 
Nose 3 a 1 0 8 
Lungs . 1 0 0 3 4 
” 
Faeces . . + 3 1 4 12 
* 1 4 0 0 5 
Urine .. ae 3 -4 1 1 9 
Joints .. és 0 1 0 1 2 
Pericardium .. 0 2 0 1 3 
Myocardium .. em 0 1 -0 0 1 
Subcutaneous tissues 0 0 1* 0 1 
Eye Gbecnpeastive) 1 1 0 0 2 
Multiple ‘ 0 1* 0 0 1 
Total 15 21 5 14 55 
Gangrene of extremities 0 1 0 8 9 
Ventricular rupture .. ii 4 5 0 5 14 
* One case of serious haemorrhage. 
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of the patients were receiving anticoagulant treatment 
(see Table I), and, as mentioned in the section on 
haemorrhage, it is possible that the interference with 
clotting had allowed a haematoma within the infarct 
to force its way into the ventricular cavity. The explo- 
sive effect of the luminal blood must obscure all traces 
of this preliminary dissection, and the doubt can be 
resolved only by careful study of comparative figures 
(Lancet, 1951). Those of the present series do not indi- 
cate an increased risk (cf. Gans, 1951 ; Friedman and 
White, 1944), 

The other type of rupture (three cases) was a “ blow- 
out” through a thinned or aneurysmal ventricular wall. 
In one of these cases it was impossible to date the infarct, 
but in the others 18 and 20 days were known to have 
elapsed between infarct and rupture. The aneurysmal 
wall in each case had failed to develop the remarkable 
tensile strength that ultimately may appear (Codounis, 
1948 ; Moyer and Hiller, 1951), but the risk of this type 
of rupture is clearly less than that of the dissecting type 
occurring during the early necrotic stage of the infarct, 
as was noted in the large series of Krumbhaar and 
Crowell (1925). The early development of ventricular 
aneurysm without subsequent rupture was observed in 
seven cases of the series. 


A search for common factors which might help to 
serve as a warning of this disaster showed nothing but 


the evidence of transmural necrosis in all the cases— 
that is, of gross electrocardiographic changes and a high 
leucocytosis, with a raised E.S.R. as a less reliable indi- 
cation. Hypertension, or left ventricular hypertrophy 
at necropsy, was present in no more than seven of the 
cases, and a temporary rise in blood pressure could 
be held to account for only two of these ruptures, one 
following defaecation and another after an injection of 
aminophyllin. In one patient (H125) the systolic blood 
pressure had never risen above 90 mm. Hg. A usual 
post-mortem observation with bearing on the immediate 
severity of the local ischaemic damage was the presence 
of severe atheroma in the coronary arteries that had 
remained patent. This was found in 10 of the cases, 
and in two others the surviving vessels were unusually 
small (the records of the two remaining cases are in- 
complete on this point). It was rarely possible to 
anticipate this finding during life, but its importance 
seems even greater than that of hypertension, because 
transmural necrosis is the sine qua non of the commoner 
dissecting form of rupture and a similar failure of 
marginal irrigation may well account for the compara- 
tively great area of the infarcts which “blow out” 
through their weakened centre. 

A raised blood pressure was shown by Prinzmetal 
and his associates (1949) to reduce the extent of an 
experimental infarct and, paradoxically, to lessen the 
degree of bulging of the ventricular wall by improving 
the perfusion of the marginal areas, so hypertension may 
exert some beneficent effect to counterbalance its greater 
mechanical disruptive force. It cannot be assumed, 
however, that the conditions are the same in human 
subjects with arteriosclerotic vessels, and most publishéd 
work on the subject stresses the danger of hypertension 
(Howell and Turnbull, 1950). 

The curious preponderance of women among these 
cases of rupture continues a tendency that is apparent 
in the post-mortem records of the Central Histological 
Laboratories over the last nine years (Bryson, 1952, per- 
sonal communication). 


Preventive Treatment 


The traditional treatment of the post-infarction state by 
carefully graduated rest has largely been dictated by the 
possibility of ventricular rupture, and there is no doubt that 
special precautions should be observed during the first week, 
although the danger of the “ blow-out” type may persist 
for much longer. The elderly patient with deep topical 
Q waves and a leucocytosis is particularly at risk, and the 
risk is proportionately greater in the presence of hyper- 
tension. 

The management of the patient’s bowels is of particular 
importance in this type of case, and some form of paraffin 
emulsion is nearly always necessary. The experimental evi- 
dence (Benton ef al., 1950) in favour of the bedside com- 
mode as against the bed-pan has not altogether been borne 
out in practice. A light patient can conveniently and safely 
be lifted from the bed to a commode or wheeled sanitary 
chair, but the heavy person is likely to try to assist the 
nurses in their struggle. For these, and generally where 
there is special risk of rupture, the skilful use of the bed- 
pan has been preferred, with particular care that the patient’s 
body is supported on pillows and not balanced on the pan. 
In occasional cases not even a bed-pan can be allowed in 
the first few days. 

Digitalis has acquired a bad reputation as a possible preci- — 
pitant of cardiac rupture (Gans, 1951), but there are more 
cogent reasons for caution in the use of this drug after 
recent infarction, and the measure of its danger is also the 
measure of its efficacy.in arresting the vicious circle of 
falling blood pressure and marginal ischaemia. 


Vascular Accidents 


The original infarct has been followed by further vascular 
occlusion in 156 instances, occurring in 122 patients (21.5% 
of the total). The average age of this group (64.8 years) 
was not significantly over the general average. Death occur- 
red in 67 (11.8%) cases, and in 38 (6.7%) it was considered 
that the complication was an important contributory cause 
of death. 

The importance of this type of accident and the desir- 
ability of prophylaxis with anticoagulant drugs are questions 
which cannot yet be regarded as settled. It is probably 
true to say that the general climate of opinion has moved 
from the whole-hearted advocacy of Wright ef al. (1948) 
and Gilchrist (1952) towards the via media of Papp and 
Shirley Smith (1951a) and Russek eft al. (1952), but there 
has always been a strong body of opposition to the use of 
anticoagulants on the ground of their unnecessary danger 
to the patient. It is difficult, however, to avoid the 
conclusion that the very wide variation in the incidence 
of thrombo-embolism in different published series is con- 
nected with the equally wide variation in the methods 
of recruitment of cases and the availability of beds for 
them. 

In offering the figures in Table I as a contribution to this 
problem, I wish to emphasize that this series is a selective 
one in which these complications are especially likely to 
occur, and also that the relative safety shown is the result 
of team-work and long practice on the part of the hospital 
staff. 

The last column shows the occurrence of thrombosis, 
embolism, and haemorrhage among those 161 patients in 
whom anticoagulants had not been given up to the time of 
the accident because of contraindications or delayed diag- 
nosis. The fact that in some cases the complication rather 
than the original infarct brought the patient into hospital, 
and the existence of the contraindications (liver and kidney 
disease, peptic ulcer, etc.) in others, makes the figures unsuit- 
able for control purposes, but the relative freedom of the 
406 patients treated with anticoagulants is striking. 

Of the three columns of P.T.R. values, the middle one, 
in bold type, lists the same accidents occurring within the 
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selected P.T.R. range in which the treated’ patients were 
maintained as closely as possible during their period of 
recumbency (a slightly lower range was used in the first 
100 patients). It therefore represents the greater part of the 
patient-time in 406 cases. The flanking columns show the 
instances that occurred during unintentional under- or over- 
dosage with anticoagulant drugs. 

Maintenance within the chosen therapeutic range will be 
seen to give a measure of protection against systemic venous 
thrombosis, pulmonary embolism, and arterial occlusions. 
The figures for reinfarction and extension, the most impor- 
tant of all, are less satisfactory, probably because of the 
part played by atheromatous closure as against intravascular 
clotting. A statistical analysis is inappropriate for the 
reasons given above. 


Haemorrhage 

The incidence of haemorrhage is similarly listed according 
to the P.T.R. state at the time of the occurrence. The list 
includes all trivial bleedings, and the three cases in which 
the haemorrhage was sufficient to influence the prognosis 
are marked with asterisks. Bleeding occurred in 13 cases 
in which no anticoagulant had been given, and one of these 
was a serious haematemesis. In 15 other cases at a sub- 
therapeutic P.T.R. level the influence of anticoagulants is 
open to doubt. 

The average age of the 32 patients who bled during anti- 


" coagulant treatment was 66.4 years, a little higher than the 


general figure, and the exclusion of trivial haemorrhage 


~ would raise this average considerably. Two cases in this 


group bled seriously: a woman aged 75 who developed a 
large haematoma of the abdominal wall, and a woman of 
81 with infarction of two-thirds of the ventricular mass, who 
bled freely into the intestine through multiple minute 
erosions. 

Unexplained blood in the sputum never occurred at P.T.R. 
levels of therapeutic range and above. It was regarded as 
resulting from small lung infarcts, and anticoagulant treat- 
ment was continued in such cases without ill effect. 

Two sites of haemorrhage require special mention. The 
first is below an atheromatous plaque in a coronary vessel, 
resulting in occlusion of the lumen, as described by Boyd 
(1928) and Paterson (1936). Wartman (1950) thought that 
this accounted for 10% of all coronary occlusions; and 
Gerlis (personal communication, 1952), using special methods 
of examination, believed that the incidence might be higher. 
This possibility, with particular bearing on the prophylactic 
use of anticoagulants in threatened infarction, as suggested 
by Papp and Shirley Smith (1951b), clearly requires further 
investigation. It does not appear to have occurred as a 
complication in this series, although a number of the original 
infarcts were caused in this way. 

The second is into the infarct itself, with possible dissec- 
tion of the muscle layers by the haematoma, leading to 
ventricular rupture. One case in this series showed such a 
haematoma in an early stage. This risk has been discussed 
above. Bleeding from the epicardial surface of the infarct 
with formation of a haemorrhagic pericardial effusion occur- 
red in three patients, two of whom had been treated with 
dicoumarol. In neither instance was the bleeding serious, 
but this possible hazard of anticoagulant treatment is empha- 
sized by Goldstein and Wolff (1951), who report three cases, 
and a further case has been reported by M. Toohey (1952, 
personal communication). 

In summary, among the cases composing this particular 
series the therapeutic risk of this form of treatment was low, 
and has diminished with increasing experience. The treat- 
ment gave a considerable degree of protection against a type 
of complication of frequent occurrence and with an impor- 
tant effect on mortality. 


Gangrene 
Gangrene of the extremities is mentioned by Fishberg 
(1940) as a rare complication of cardiac infarction; and 
Swan and Henderson (1951), describing two cases, attributed 


its occurrence to intense and prolonged vascular spasm. 
This mechanism appeared to account for lower-extremity 
gangrene in five of the nine cases that occurred in the present 
series, but in the others there was complete occlusion of a 
main artery by thrombosis in two instances and by embolism 
in two others. 

Only one of the nine patients was receiving anticoagulant 
treatment (see Table I), and it is reasonable to infer that 
this form of treatment will generally protect the patient 
from this rare but serious complication. 

In none of the cases could any question of amputation 
be entertained. No occluded vessels have been explored 
surgically, and, in retrospect, it does not appear that any- 
thing would have been gained by so doing, as diffuse lesions 
were present in all. 


Arrhythmias 


Disturbances of rhythm have been unusually frequent 
(cf. Tatibouet and Mathivat, 1950), with an important effect 
on the mortality (Table If). Whereas with vascular accidents 


TaBLe II1.—Incidence and Mortality of Arrhythmia in 567 Cases 
of Cardiac Infarction 


Percentage} Grou 
No. of ortality 
of Total | Deaths | M 

Instances Cases 
Auricular fibrillation . . a 61 10-8 26 42-7 
flutter 7 1-2 4 57:2 
Supraventricular 6 11 2 — 

tachycardia wn origin ian 
16 2:8 8 50-0 

Partial 16 6 

Heart- 

Complete il 19 5 

le ats 
Sinus disturbances .. 12 21 6 50-0 
Unknown nature 8 1-4 4 — 
Total .. a 202 356 92 a 


the emphasis is on prophylaxis, here it is more a question 
of the correct management of the complication as it appears, 
and the readiness with which post-infarction arrhythmias 
can be influenced by drugs imposes special responsibilities. 
Of the two main sources of difficulty and danger, the first 
lies in the fact that the cellular pathology underlying the 
arrhythmia may be constantly changing either in the direc- 
tion of necrosis and scarring or towards recovery. The dis- 
turbance is therefore likely to be fugitive, and one form 
may give place spontaneously to another or to a succession 
of changes, making the reaction to a given drug unpredict- 
able. Secondly, the injured muscle often shows increased 
automatism, and this dangerous excitability may be 
provoked by digitalis, quinidine, or even procaine (Schaffer 
et al., 1950; Miller et al., 1952) into ventricular tachycardia 
or fibrillation. 

Not counting cases of bundle-branch block or of sporadic 
ectopic beats 202 instances of rhythm disturbance have 
occurred in 144 patients (25.4%) of this series, and of these 
50 (8.8%) showed more than one variety of arrhythmia in 
the course of the illness and 7 (1.2%) more than two. 


Auricular Fibrillation 


The general impression from the 61 instances with 26 
deaths was that this arrhythmia tended to occur in the 
relatively grave case but did not of itself add much to the 
danger. The use of digitalis was restricted to those patients, 
38 in all, in whom it was necessary to control a rapid 
ventricular rate, and small doses of quinidine were generally 
given concurrently to minimize the effect of the former 
drug on ventricular excitability. This combination restored 
normal rhythm quite readily as a rule, particularly where 
coarse f waves had been visible in the E.C.G., but in in- 
stances where the baseline showed fine or absent f waves 
the arrhythmia tended to persist. In the remaining cases 
either spontaneous reversion to normal rhythm or an already 
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slow ventricular rate made digitalis unnecessary, but there 
was no significant difference in the severity and mortality 
among those who required digitalis and received it and those 
who did not. 

The proportion of anterior-wall infarcts to posterior was 
roughly the same among the patients who developed auri- 
cular fibrillation as in the series as a whole, 1.6:1, but it is 
of interest that the two definite cases of auricular infarction 
both showed this arrhythmia. 


Auricular Flutter 


The seven instances of this rhythm were all in gravely ill 
patients, of whom four died. A posterior infarct was known 
to be present in six of the cases, suggesting that auricular 
ischaemia rather than altered dynamics caused this rare and 
transient disturbance. The arrhythmia was persistent only 
in the single case with anterior imfarction. 


Paroxysmal Tachycardia 

In this series paroxysmal supraventricular tachycardia 
resembled auricular flutter in that five of the six cases had 
posterior-wall infarcts. This arrhythmia showed a some- 
what greater tendency to persistence, but four of the cases 
were converted to normal rhythm by oral quinidine and 
the other two reverted spontaneously. As an illustration 
of the variable response to quinidine in the post-infarction 
state it should be recorded that in one of the spontaneously 
reverting cases the supraventricular tachycardia had devel- 
oped twice during attempts to restore with this drug normal 
rhythm in a case of auricular fibrillation. 

Tachycardias of ventricular origin were more urgently 
dangerous and less readily controlled. Four of the seven 
cases responded to quinidine and one to intravenous pro- 
caine, but in two patients the persistence of this arrhythmia 
played a principal part in causing death. In spite of its 
danger, intravenous quinidine, given slowly with continuous 
E.C.G. control, stood out as the most effective agent avail- 
able in what may be a desperate situation. 


Heart-block 


At least 80% of this group had posterior-wall infarcts, 
and while the overall mortality was high the combination 
of anterior-wall infarct and complete heart-block was in- 
variably fatal. The results in this series provide a precise 
clinical illustration of the anatomists’ findings (Gross, 1921 ; 
Glomset and Birge, 1945) that, although the main irrigation 
of the bundle is through the ramus septi fibrosi of the right 
coronary artery, there is a subsidiary supply from the 
ramus limbi dextri of the left anterior descending branch, 
with free mutual anastomosis (Lascano, 1943). Ischaemic 
changes in the bundle therefore imply inadequacy of both 
important vessels and widespread damage elsewhere. More- 
over, if the heart-block follows occlusion of the left anterior 
descending branch it means that the right coronary artery, 
or less commonly the left circumflex (Bosco, 1943) if it 
passes the crux, is already occluded. 

Nine of the 20 patients in this group showed other 
arrhythmias as well as heart-block, four instances of multi- 
focal ectopic beats, three of auricular fibrillation, two of 
ventricular tachycardia, and one instance each of auricular 
flutter and ventricular fibrillation. This evidence of in- 
creased automatism of the low centres is a warning against 
misguided attempts to increase the ventricular rate with 
adrenaline or barium. 

The slow idioventricular rate does not appear to be dis- 
advantageous in itself when securely established. Where, 
however, there is fluctuation between partial and complete 
block, with dangerous periods of asystole, the use of 
sympathicomimetic drugs seems justified on the expectation 
of improvement in the nutrition of the ischaemic conduct- 
ing tissues. Ephedrine has been used in two such cases 
of this series, with satisfactory abolition of Stokes-Adams 
attacks in each. 


Multiple Ectopic Beats 


Among the 78 patients in whom normal rhythm was dis- 
turbed by ectopic beats nine also developed auricular fibril- 
lation and seven paroxysmal tachycardia. Heart-block _ 
occurred in four of the cases. There was a slight prepon- 
derance of posterior over anterior infarcts, but other- 
wise the only feature to distinguish this group from the 
series as a whole was a mortality that appeared incom- 
mensurate with the average severity of the initial lesions. 
Moreover, 18 of these patients died suddenly and un- 
expectedly, and, although ventricular fibrillation was demon- 
strated only once, the post-mortem findings in 16 of these 
cases suggested, by default of other explanation, that these. 
deaths were due to a change of rhythm at a time when the 
danger from the infarct appeared to be receding. 

It is true that a similar termination does occur in many 
cases without such previous disturbances, but I feel with 
Rubsamen (1951) that even unifocal ectopic beats repre- 
sent a potentially dangerous ventricular excitability, and 
that where these mu:tipiy into runs of tachycardia or arise 
from different foci prompt action should be taken to 
suppress them. 

Ectopic beats following caidiac infarction are readily 
abolished by oral quinidine or by intravenous procaine, but 
increasing reliance has been placed on the latter drug, which 
has been found safe and reliable. 


Sinus Disturbances 

The main artery to the sinus node arises from the longer 
circumflex vessel, usually the right (Lascano, 1°43; Bosco, 
1943) and so may be involved in posterior-wall infarctions. 
This has occurred in six cases of the series, the slower 
rhythm of the auriculo-ventricular node then replacing that 
of the inactive sinus node. Retrograde conduction to the 
auricle, sometimes delayed by block, was usual. Only one 
of these patients recovered. In another case of posterior- 
wall infarction (M59) the damage to the normal pacemaker 
was incomplete, and its discharge became intermittent for 
some days, finally recovering, and there was one instance 
(M106) of 2/1 sino-auricular block. Oscillation of the 
pacemaker and abnormal bradycardia also occurred. 

Three cases of anterior-wall infarction showed a curiously 
exaggerated respiratory sinus arrhythmia during the initial 
stages. The one case (A41) of these examined at necropsy 
had absence of the left circumflex vessel, a very large athero- 
matous right artery, and thrombotic occlusion of the small 
left anterior descending branch. ; 


Pericarditis 

A general pericarditis appeared as a complication in at 
least 12 patients (2.1%), of whom 9 were men. The average 
age of the group was 66.2 years, and, with one exception, 
all were cases of great severity and only three patients 
recovered. Uraemia was a predisposing factor in one case 
and another had diabetes. 

In nine cases (eight necropsies) the pericarditis was of the 
fibrinous type, with early purulent change in two and begin- 
ning fibrous adhesions in two others. Haemorrhagic fluid 
appeared in three instances, including one patient (H188) 
with a small posterior-wall infarct from whom 46 oz. 
(1,300 ml.) of blood-stained fluid was withdrawn in three 
tappings. This patient had not received anticoagulant drugs, 
but the other two were within the therapeutic range of 
dicoumarol treatment, the possible influence of which is 
discussed under the section on haemorrhage. 

Four of these patients had disturbances of rhythm. In 
one, auricular fibrillation was probably due to coexisting 
mitral stenosis, but in two others posterior-wall infarcts were © 
thought to account for complete heart-block in one and 
sinus arrest followed by ventricular tachycardia in the 
second. In one patient only (H252) the late appearance of 
pericarditis coincided with a resistant ventricular tachycardia, 
but this relationship was suspected in a further case that 
was unconfirmed by necropsy. 
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In all the fatal cases gross general coronary atheroma 
was present to a degree that would make survival unlikely, 
but there was no clinical doubt that in four patients the 
onset of acute pericarditis hastened the end. 

In the absence of effusion the diagnosis presented great 
difficulty except where the infarct was known to be confined 
to the posterior wall, because this complication usually arose 
during the first week, together with the usual plastic peri- 
carditis over the infarcted area. It is therefore probable 
that its incidence in the series has been higher than that 
recorded, but it is difficult to assess the value of treatment. 
In two cases, however, penicillin appeared to effect control. 


Respiratory Infections 


There were 97 cases (17.1%) complicated by respiratory 
infections of significant gravity, and on 28 occasions there 
was clinical or post-mortem evidence that such a complica- 
tion had played a material part in preventing recovery from 
the attack of cardiac infarction. 

Chronic bronchitis is notoriously common in this age 
group of the London population, and in a large number of 
cases it was clear that the cardiac catastrophe had provoked 
an exacerbation of long-standing disease. The circulatory 
depression, the use of morphine, and the immobility during 
the first days are obvious dangers in such cases, and unless 
particular care is taken the shocked patient is easily chilled 
during the initial examination. Exogenous respiratory infec- 
tions have usually arisen in the second or third week, 
and here it is clearly a matter of cross-infection in the ward. 
There are serious psychological reasons against the segre- 
gation of patients with coronary disease into separate units, 
but an open medical ward is likely to contain, especially 
during the winter and early spring, many bad companions. 
The possibility of droplet infection can be minimized by 
careful arrangement of the beds, bearing in mind the par- 
ticular danger of the virus pneumonias and H. influenzae 
infections. 

Respiratory complications following cardiac infarction 
often arise in so insidious a manner that the altered physical 
signs may be attributed to pulmonary congestion or oedema 
due to progressive left ventricular failure and the essential 
treatment withheld until purulent sputum appears. The 
experience of these cases suggests that asthenic broncho- 
pneumonia should always be suspected if at any time during 
the course of the illness there appears a vaguely defined 
deterioration in the general condition, unaccompanied by 
pain or a fall in blood pressure. It may be necessary to 
recover the sputum by tracheal aspiration, as the tempera- 
ture chart may well be undisturbed and the tell-tale flush 
fail to appear on the face. 

Treatment with the appropriate antibiotic is generally so 
effective that the presence of pus in the bronchi at necropsy 
must be accepted as a reproach to the physician. A course 
of penicillin has also been found of great protective value in 
chronic bronchitic subjects who develop cardiac infarction. 


Mental Changes 


The dramatic interruption of the settled life of a middle- 
aged person by an attack of cardiac infarction is a severe 
test of the character and mental stability of the patient. In 
great physical distress he has suddenly to confront the im- 
mediate possibility of death or the economic consequence 
of a long illness. His mental clarity may be dulled at first 
by sedatives and an impaired cerebral circulation. Later, 
he is likely to ruminate over the sudden deaths of his 
contemporaries or juniors from coronary disease, and to 
lose confidence both in his chances of recovery and in the 


‘good faith of those who encourage him, regarding any 


innocent somatic or digestive pain as the forerunner of the 
disaster that he sees as inevitable. 

In the present series there were 14 cases (2.5%) of psy- 
chosis resulting from the attacks. The number of cases of 
cardiac neurosis that developed later is considerable, but 


the abnormal anxiety shades imperceptibly into the justifi- 
able, and precise figures cannot be given. 

The psychotic cases comprised eight men and six women, 
and, while the average age of the men was 65.5 years, that 
of the women was over a decade higher at 77.3 years. Con- 
fusion, delirium, and stupor occurred in eight of these 
subjects, hallucinations and delusions in five, and reactive 
depression in one. One patient (H25), a charming and 
courteous old gentleman before and after the attack, spent 
two days in a wild bottle-throwing frenzy. The prognosis 
of the mental state in all these patients was identical with 
that of the physical condition. 

Anxiety states following cardiac infarction occurred 
almost exclusively in men. They differ essentially from the 
usual cardiac neuroses in that the fears on which they are 
based are unfortunately not unlikely to be justified by 
future events, and it is not often possible to give the candid 
reassurance that might dispel them. The reaction to the 
fear is, however, abnormal, and the patient can be helped 
by sharing with him the available information about the 
sound healing of the original infarct and explaining the 
innocent nature of the symptoms that his heightened sensi- 
bility notices and his anxious mind tends to misinterpret. 
Prophylactically, it has been found valuable to give the 
patient at an early stage a rough outline of the proposed 
treatment and estimated length of the illness, without precise 
promises, so that his mind is directed at the onset away 
from the discomforts of the present towards the expected 
recovery. For the rest, prevention seems to be more a 
matter of what is left unsaid than of what is explained. 
The anxious patient shows an extraordinary propensity to 
seize on a chance remark by doctor, nurse, or physio- 
therapist that seems to confirm his fears and to erect an un- 
assailable neurosis upon it. 

Thyrotoxicosis—Four male patients (0.7%) developed 
thyrotoxicosis during their stay in hospital. Each was of 
a conscientious and over-anxious personality, but showed 
no evidence of thyroid dysfunction on admission. In each 
case, too, the attack of infarction was a severe one, with a 
great deal of pain. All four patients, whose average age 
was 53.5 years, made good progress on diminishing doses 
of propylthiouracil, and it seems certain that the temporary 
disturbance resulted from the acute anxiety experienced in 


the attack. 
Other Complications 


Bacterial infection of the urinary tract occurred in 18 
(3.2%) cases, but this complication was usually easily recog- 
nized and treated and had little prognostic significance. 
Apart from four men with prostatic enlargement the patients 
were all elderly women. 

Arteriosclerotic renal disease is a common concomitant 
of cardiac infarction, and 17% of these cases had on 
admission a urinary specific gravity lower than 1012. In 
four cases the cardiac infarction precipitated death in 
uraemic coma. 

As this series represents over 40 years of patient-time in 
hospital there has been a variety of coincidental disease. 
In particular, an unrelated acute abdominal emergency 
developed in nine (1.6%) of the patients, two of whom died 
as a result. Such double catastrophes may present clinical 
problems of the utmost delicacy. 


Summary 
The early complications that occurred in a consecu- 
tive series of 567 cases of cardiac infarction are enumer- 
ated and discussed under separate headings, with special 


reference to their influence on prognosis and to their 
prevention and treatment. 


I wish to thank Drs. M. G. Ashby, A. Bloom, A. N. Exton- 
Smith, A. L. Jacobs, and T. St. M. Norris for permission to 
include in this series patients admitted under their care and for 
their kindness in allowing me to see a number of them. The 
numerous prothrombin-time and other pathological investigations 
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were carried out by the staff of the Archway Group Laboratory 
and the post-mortem examinations by that of the Central Histo- 
logical Laboratory, to all of whom I am deeply indebted. My 
thanks are also due to the resident medical and nursing staff 
and to the Department of Physical Medicine under Dr. G. H. 
Dobney for their skilful care of these difficult cases. Drs. F. A. 
Binks, L. Capel, and L. M. Gerlis have helped in the preparation 
of this paper with many useful suggestions, and Dr. Binks has 
given invaluable assistance in the diagnosis and treatment of 


most of the patients. 
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DIAGNOSIS OF CARDIAC INFARCTION 


R. S. STEVENS, M.D., M.R.C.P. 


S.H.M.O. (Physician), Royal Sussex County Hospital, 
Brighton, 


John Hunter suffered a severe and prolonged attack of 
angina pectoris in 1773, the year following the publica- 
tion of Heberden’s original account of the disease. When 
Hunter died, in 1793, Edward Jenner found post-mortem 
evidence of old posterior-wall myocardial infarction. 
More than a century elapsed before the clinical diagnosis 
of coronary artery occlusion and cardiac infarction 
became established: major advances included the work 
of Dock (1896), Marie (1896), Obrastzow and Straschesko 
(1910), Herrick (1912, 1919), and F. M. Smith (1918). 
Parkinson and Bedford (1928) published an account of 
the disease that remains fundamental and comprehensive, 
as a result of which the criteria for the clinical diagnosis 
have been widely understood in this country for over 
twenty years, while further advances have been chiefly 
technical, in the field of electrocardiography. It has 
been stated that there is a tendency to make this diagnosis 
too readily or unjustifiably (White, 1937 ; Wood, 1950), 
and that “ errors of diagnosis do occur in both directions, 
and some are unavoidable” (Levine, 1950). 

It was observed’ that several cases of cardiac infarc- 
tion came ambulant and undiagnosed to the out-patient 
department—a fact which prompted investigation of the 
circumstances of diagnosis in a series of cases. It is sug- 
gested that the diagnosis may be regarded as “ missed ” 
when this is delayed for longer than an arbitrary period 


of seven days (Stevens, 1952). Cardiographic confirm- 
ation might be delayed for longer ; the essential is that 
firm clinical diagnosis should ensure early treatment. 

This paper is founded on detailed analysis of the 
records of 250 consecutive patients with cardiographic 
(and, where applicable, post-mortem) evidence of cardiac 
infarction seen at the Royal Sussex County Hospital 
between 1947 and August, 1951. Surviving cases were 
followed up on October 31, 1951. 

From the histories of cases in which the diagnosis had 
been delayed it was seen that these fell into two groups: 
those in which it was possible to judge, from the history, 
when the attack had occurred ; and those in which the 
incident of infarction was ill defined. From these two it 
was possible to select a third group: cases in which 
symptoms were related solely or chiefly to effort, and in 
which symptoms, if occurring at rest, were of brief 
duration. 

The series comprised 216 males and 34 females. The 
cases were divided as shown in Table I: those diagnosed 
within seven days (group N, 156 cases) and three groups 


TaBLe I 

No. of 

‘ases ose: in ‘ou 
catenin whieh the 


oupA) .. .. 54 (21-6%) 
Missed cases in which the date of onset is 
uncertain (group B) 23 (9-:2%) 
Missed cases with angina solely or chiefly on 
effort (groupC) ... 17 (68%) 


of missed cases, 94 in all, or 38% of the series. The 
latter are subdivided into group A, in which the exact 
interval (varying from eight days to six years) between 
onset of infarction and diagnosis can be assessed ; group 
B, in which the date of infarction is uncertain (except 
within wide limits varying from a few days up to six 
years) ; and group C, cases of angina of effort (of one 
month’s to thirteen years’ duration), some of which could 
have been included in group A and the others in group B. 


Illustrative Case Histories 


Group A (Case 76).—A hairdresser aged 63 was sent as 
an out-patient. Eighteen days previously, while at break- 
fast, he had a sudden onset of pain across the chest and 
down the left arm ; this lasted in a mild form all day. He 
remained in bed for two days, since when he had noticed 
similar pain on walking uphill. On examination the pulse 
was regular, the heart sounds were closed, and the blood 
pressure was 130/80. An _ electrocardiogram showed 
posterior-wall infarction. He was advised to return to bed 
for one month; he recovered and was well two years 
later. 

Group B (Case 18).—A retired farm manager aged 58 was 
admitted for surgical investigation. He had been well until 
two years previously, when increasing lassitude and weak- 
ness forced him to retire. For six months he had noticed 
epigastric pain and distension, with a feeling that food was 
“sticking at the bottom of the chest.” This had become 
worse but was intermittent. His capacity for exercise had 
become greatly reduced. He had developed pain in the left 
arm ; he occasionally had shooting pains in the left chest, 
radiating to the elbow and “taking away the use of the 
arm.” This had become worse recently. Among other 
investigations the electrocardiogram showed evidence of 
posterior cardiac infarction. At laparotomy an inoperable 
carcinoma of the stomach was found, and he died six weeks 
later. ‘ 

Group C (Case 147).—An insurance superintendent aged 
50 consulted his doctor because he had recently been rejected 
for life assurance by two companies. For two years, and 
especially for the past six months, angina occurred on 
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exertion after meals, but so mildly that he did not have to 
stop walking. He was able to play golf, and lost his pain 
after five or six holes—first-effort angina (Price, 1951). He 
had never had pain at rest, and it had never been prolonged. 
He was hypertensive ; his blood pressure was 190/110. An 
electrocardiogram showed evidence of posterior cardiac 
infarction. At the follow-up he had only slight occasional 
effort-pain. 
Clinical History 

Analysis of the histories shows little or no significant 
difference, as between the groups, in such factors as age 
and sex, history of previous anginal pain, associated diseases 
such as diabetes mellitus or intermittent claudication, or 
precipitating factors, whether physical or emotional. The 
circumstances and mode of onset reveal some differences 
between the groups. In groups N and A there is a slight 
preponderance of attacks with onset at rest compared with 
attacks coincident with or apparently consequent upon 
physical or mental activity ; usually, however, the onset was 
unmistakable on the history alone. In group B six patients 
related their symptoms to effort and five to various periods 
of effort, rest, or emotion (it being impossible to decide, 
retrospectively, which had been the most significant occa- 
sions) ; in six others the onset was insidious—three with heart 
failure, a fourth masked by symptoms of gastric carcinoma, 
while in two the onset remains obscure ; four patients suf- 
fered recurrent attacks of nocturnal dyspnoea; one per- 
sisted in misinterpreting the symptoms as due to dyspepsia ; 
and in one case the first sign of iliness was the sudden 
occurrence of a complication—pulmonary embolism, itself 
misconstrued as acute bronchitis. In group C, 11 patients 
related their symptoms solely to exertion; in four others 
there were symptoms chiefly on exertion, but also short 
mild attacks at rest; while in one there were effort-pains 
and brief (five-minute) attacks of angina decubitus ; in one 
case there was pain not only on walking but also on change 
of posture although not, otherwise, at rest; the majority 
in this group supplied clues to the true diagnosis, such as 
sudden onset of angina, increasing severity thereof, or pro- 
gressive diminution of the distance covered without pain. 

Pain was the presenting symptom in 231 cases (92%) in 
the series. Of 26 different descriptions of pain, varying 
from a “fireball in the navel working up to the throat,” 
to “ rough cinders behind the breast-plate,” words indicating 
severity appear in every fourth history in group N but only 
in every eighth in group A and in none in the other two 
groups. Conversely, painless attacks occurred in 2.5% of 
group N, 5.5% of group A, and 30% of group B (in which, 
also, 21% of attacks were masked by the more prominent 
symptoms of other diseases—carcinoma, biliary colic, 
sudden hemiplegia—or revealed by the development of 
complications). 

Duration of pain was brief in all cases of group C, and 
is known in only 10 of the 23 in group B. But in the other 
two groups we have comparable figures: 133 cases in group 
N, and 44 in group A (Table II). Except for the two ex- 


Tasie II 
4 Duration of Pain 
Group - Total 
¢ hr. 4 hr. 2-6 hrs. |12-24hrs.| Days 
N 2 19 58 47 7 133 
A 4 6 18 14 5 


tremes of very short or very long attacks the duration is 
closely comparable in these groups. It might seem, there- 
fore, judged by this series, that one in every four persons 
suffering typical pain of cardiac infarction would not be 
correctly diagnosed within seven days. 

It had been thought possible that the common interpre- 
tation by patients of their symptoms as due to “ indigestion ” 
would explain delay in diagnosis in many cases; the diag- 
nosis was delayed either by patients or by doctors (or both) 


on this account in some cases, but in fewer than had been 
anticipated. Coexistent digestive disorders, peptic ulcers, 
cholecystitis, etc., gave rise to considerable diagnostic diffi- 
culty in a few instances. 


Nausea, vomiting, collapse, giddiness, and faintness were 


all noted in a much greater proportion of cases in group N 
compared with missed cases. 


Physical Signs.——Three physical signs merit comment. 


Consistently with the preceding paragraph, fall of blood 
pressure following the attack is known to have occurred in 
relatively more cases of group N than among missed cases. 
In group N 87 cases are known to have had fever (of an 
average duration of §.9 days), whereas in only 16 was there 
definitely no rise of temperature and in 53 there was no 
evidence either way. In all the other groups there are only 
six cases, in group A, in which there was known to have 
been a rise. Of 136 letters from doctors, the temperature was 
mentioned in only 5. But reference in such letters to the 
presence or absence of pericardial friction suggests that this 
is a sign on which great, perhaps undue, reliance is placed. 
The overall incidence in this series was 5.6%. 


Electrocardiography 


The only confirmatory test of value in retrospective diag- 


nosis is electrocardiography. There were 282 known inci- 


dents of infarction among the 250 cases. Electrocardio- 
grams are available for 279 attacks. The geographical 
details of these records have been simplified to show pre- 
dominantly anterior or posterior patterns. In Table III it 
is shown that the trend of the ratio of anterior to posterior 
(102 : 77) in group N is reversed or modified in all missed 


groups. 
III.—E.C.G. Site of Infarction 


Group Anterior Posterior 
N 102 77 
A 28 28 
B 12 14 
Cc 3 15 
Complications 


_The incidence of thrombo-embolism was 7% in groups N 
and A, 13% in group B, and nil in group C. (Nearly half 
of the cases in group N were treated with anticoagulants.) 

Excluding patients who died during a first attack, the 
known duration of post-infarction angina of effort to the 
date of follow-up or last consultation or death was: calcu- 
lated. Some degree of post-infarction angina was found in 
41% of group N, 70% of group A, and 55% of group B, 
while no case in group C was known to have become 
symptom-free. 


TasLe IV.—Post-infarction Angina 


Not No Angina of 
Group Known Angina Effort 


N 23° 36% 41° 


The symptom was noted for longer than eighteen 
months in about 22.5% of group N, 25% of groups A and 
B, and 56% of group C. These figures may indicate a 
trend but not necessarily a true picture, because in group 
N the percentage of cases in which evidence is lacking is 
double that in group A. Inadequate rest is the most pro- . 
bable explanation for the high incidence and persistence of 
this symptom in missed cases. 

No case of cardiac aneurysm was proved. 

Marked neurotic symptoms followed infarction in 15 
patients of group N and 11 in the missed groups ; but more 
than half of these were known to have had neurotic mani- 
festations before this illness. 


* 
6 
= 
20% 25% 55% 
10% 90% 
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Mortality 
Sixty-eight patients are known to have died, but not all 
from cardiac infarction. The corrected figures, after exclud- 
ing deaths from other or unknown causes, are shown in 


Table V. 
V.—Deaths 


From From Coronary 
All Causes Artery Disease 
Whole series . . 27%, 23-2% 
as 277 23-79 
© 23°5% 18% 
Discussion 


Accurate early diagnosis of cardiac infarction is of in- 
creasing imporiance not only individually but socially be- 
cause the incidence of coronary artery disease is increasing 
(Cassidy, 1946; Morris, 1951). Cassidy showed that in 
England and Wales the crude death rate from this disease 
was 48 per million living in 1926, and 473 per million living 
in 1939. The Registrar-General (1952, personal communi- 
cation) has written that the latter figure would now be 
adjusted to 433, but that the comparable figure for 1949 
was 996. The disease takes a particularly crushing toll of 
the lives of professional and executive workers at the peak 
of their usefulness (Ryle and Russell, 1949; Morris et al., 
1952). 

It has been suggested above that the diagnosis would be 
less often missed if patients’ temperatures were observed 
carefully for the first few days after any suspicious incident. 
Parkinson and Bedford (1928) found fever to be a more use- 


_ ful diagnostic sign than leucocytosis. Yater et al. (1948) 


studied the charts in 274 cases: 82% showed fever, which 
started to rise in 4 to 48 hours from onset and lasted on an 
average for six days. In the present series temperatures 
were mentioned in only 3.7% of 136 letters from practi- 
tioners. 


Pericardial friction is not so common as seems to be sup- 
posed. This may be due to the high incidence observed by 
some earlier authors (Gordinier, 1924; Coombs, 1927), 
although Levine (1929) noted the sign in only 13.8% of 145 
cases. Recent estimates of its incidence vary from 7% 
(Yater et al., 1948) to 10% (Wood, 1950). 


Confusion persists about terminology. Parkinson (1932) 
wrote: “Our terminology has been tangled by confusing 
angina (disease) with anginal pain (specific symptom).” Too 
often one sees the terms “coronary occlusion” and 
“cardiac (or even coronary!) infarction” used synony- 
mously. Acute coronary insufficiency (Master, 1947) has 
been ably summarized by Wood (1950), but, in my experi- 
ence, the term is too often used as an alternative to coronary 
occlusion or cardiac infarction, and apparently as a reason 
for not enforcing sufficiently prolonged treatment. 


A point that arises in connexion with the missed cases 
is whether the reversal of the ‘normal preponderance of 
anterior over posterior infarctions (see Wartman and Heller- 
stein, 1948; Yater et al., 1951) is significant or whether it is 
fortuitous. In their series of 100 ambulant cases Fagin and 
Chapnick (1950) found that 52 patients with typical histories 
had cardiographic evidence of 34 anterior and 18 posterior 
infarcts; among 41 atypical cases (including some with 
angina of effort only) there were 26 anterior and 15 posterior 
infarcts, whereas in seven patients who were said to be 
symptomless two had evidence of anterior and five of 
posterior lesions. Although there were more anterior than 
posterior infarcts in the small series of cases of effort angina 
reported by Stein (1950), yet Wade and Morgan Jones 
(1951), in a series of 17 cases of this type, found 12 posterior 
and 5 anterior tracings. In group C of the present series 
the ratio was 3 anterior to 15 posterior infarcts. 


Group A includes a majority of cases with mild clinical 
course and high survival rate, but with long ultimate dis- 


- 


ability as judged by the persistence of angina. Nevertheless, 
the mortality is not negligible, and we can only judge of 
those who survive long enough to reach us in the out- 
patient department. But in a large series Yater et al. (1948) 
reported that in 83% of fatal cases the patient died within 
the first twenty-four hours. However, Papp and Shirley 
Smith (1951) were able to show a close relationship between 
mortality rate and severity of attack, which is clearly borne 
out in the present series. Mild cases were foreseen by 
Herrick (1912). Levy (1931, 1932, 1936) stressed the rapid 
recovery from the initial attack, the fact that fever was 
found, that serial electrocardiograms might be necessary, 


’ and that the heart should be safeguarded from further 


damage. Howard (1933) observed that these cases should 
be diagnosed on clinical grounds alone and emphasized the 
rise in temperature, which Papp (1949) also noted in all 
cases of moderate severity and in a few of the most 
minor. 

It has been recognized for at least seventy years that 
coronary occlusion and myocardial infarction may be asso- 
ciated with paroxysmal dyspnoea without anginal pain 
(Kidd, 1882 ; Obrastzow and Straschesko, 1910). The pain- 
ful symptoms of infarction may be absent in the failing 
heart. An incidence of about 7% of painless attacks seems 
to be fairly generally accepted; the painless onset is said 
to be one of the principal sources of diagnostic errors (Bean, 
1938), and it is notable that they form such a high propor- 
tion as 30% of group B of missed cases. 


Gallavardin (1921) discussed the possibility of an infarc- 
tion initiating the syndrome of angina of effort in a person 
previously immune from angina. Parkinson and Bedford 
(1928) observed that coronary thrombosis might initiate 
angina pectoris, complicate its course, or prove the fatal 
termination. Morgan Jones and Wade (1949) reviewed 62. 
patients with angina pectoris, with pain confined to exertion, 
invariably relieved by rest, and never lasting longer than 
fifteen minutes: cardiographic changes diagnostic of in- 
farction were found in 28% and suggestive of infarction in 
another 20%. In France a series of 354 cases of angina of 
effort revealed cardiographic evidence of infarction in nearly 
10% (Heller et al., 1951). The corollary to these reports 
appears in the present paper, in which similar criteria are 
shown to have characterized nearly 7% of 250 cases of 
infarction. 

I have considered the several ways in which precise diag- 
nosis may elude recognition. Various authors (e.g., Bed- 
ford, 1933; Levine, 1938) have shown how a careful 
history may bring to light some forgotten incident of pain 
or dyspnoea. But there is increasing evidence that infarcts 
may occur silently (Moor and Rogers, 1932; Brill, 1938; 
Keith Simpson, 1939; French and Dock, 1944; Cassidy, 
1946; Mathur and Wahi, 1951). Nevertheless, other 
authors insist that the incident of even minor infarctions 
revealed at necropsy can always be reconstructed by a care- 
ful history (Laubry and Soulié, 1950). 


Summary 

Of 250 hospital cases with cardiographic evidence of 
cardiac infarction, 156 (62.4%) had been diagnosed 
within seven days, group N. In.this group attacks were 
often severe ; 2.5% were painless. . 

The other 94 cases (37.6%) had been missed as 
defined, and are considered in three groups. 

In 54 missed cases, group A, it was possible to make 
an accurate retrospective diagnosis from the history ; 
the majority of attacks were relatively mild ; 5.5% were 
painless. 

In 23 missed cases, group B, it was difficult (for 
example, because of multiple attacks of pain) to judge 
exactly when the incident of infarction occurred ; 30% 
of these attacks were painless and 21% masked. Mor- 
tality was high in this group; the underlying cause of 
painless paroxysmal dyspnoea is too often overlooked. 
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DIAGNOSIS OF CARDIAC INFARCTION Barre 


In 17 missed cases, group C, the patients suffered 
angina pectoris virtually confined to effort. 

The diagnosis depends, above all, on a careful case 
history. Fever, perhaps the most useful, is the most 
neglected physical sign ; by contrast, excessive reliance 
is placed on the presence or absence of pericardial fric- 
tion. 

There is evidence that disability was more prolonged 
in (even mild) missed cases than in those diagnosed and 
treated early. 

The significance of and reasons for delayed diagnosis, 
and the cardiographic changes, are discussed. 


It is a pleasure to record my thanks to the consultant physicians 
at the Royal Sussex County Hospital, who allowed me to use 
their case notes, and particularly to Dr. R. Kemball Price, who 
advised me and encouraged me to use the records in the cardiac 
department; also to Sir Lionel Whitby, Regius Professor of 
Physic, for permission to publish this abstract from a thesis 
submitted for the degree of M.D. of the University of Cambridge. 
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The Hyderabad health museum, one of the best of its 
kind in the Eastern Hemisphere, was recently rehoused in 
a new building in Hyderabad City, where it attracts many 
visitors. The high illiteracy rate in India makes the visual 
method of presentation and instruction all the more impor- 
tant in public health education. The museum includes 
models, posters, photographs, charts, and other visual aids. 
Films and lantern slides are shown regularly, and a van 
equipped with projectors and printed literature makes tours 
throughout the State of Hyderabad. The resources of the 
museum are fully described and catalogued in the second 
edition of an attractive 48-page illustrated handbook which 
has just been published by the Bureau of Health Education, 
Public Health Department, Hyderabad. 


FAMILIAL HYPERTROPHIC PYLORIC 
STENOSIS 


BY 


T. FENWICK, M.Chir., F.R.C.S. 
Consultant Surgeon, Portsmouth Group of Hospitals 


Congenital pyloric stenosis in the adult, first reported by 
Maier in 1885, is not so very rare, and most surgeons 
will encounter a case from time to time. The congenital 
condition occurring in infants is relatively common, and 
the literature contains a number of reports of cases 
occurring in two or more siblings. Gailey (1948) reports 
four proved cases in one family and mentions another 
family with four affected members reported by Finkel- 
stein and quoted by Sauer (1924). There are occasional 
reports of cases occurring in successive generations, and 
Schrieber, quoted by Laubscher and Smith (1947), 
described a patient whose father and grandfather both 
suffered from pyloric stenosis in adult life. In the family 
reported here hypertrophic pyloric stenosis was dis- 
covered at operation in a man aged 39 ; he subsequently 
revealed that two of his four sons had had Ramstedt’s 
operation performed upon them in infancy, and he had 
a nephew treated medically for the condition in infancy. 


CASE 2 CASE 3 CASE 4 


ESTABLISHED CASE 
@"= SUSPECTED CASE 


In addition his eldest brother had died in infancy from 
persistent vomiting. The accompanying genealogical 
table shows the incidence of pyloric stenosis in this 
family. 

Case 1 

A man aged 39 first attended hospital on January 21, 1952, 
complaining of recurrent attacks of epigastric pain and 
heaviness after meals for 10 years. He had been investi- 
gated in 1944, when x-ray examination was said to show a 
duodenal ulcer and medical treatment was advised. Records 
of that neriod during the war are unfortunately missing. He 
had had no other serious illnesses, no previous operations, 
and gave no history of gastric trouble in childhood. His 
pain usually came on soon after meals, but was sometimes 
delayed for two and a half to three hours. It was situated 
in the epigastrium, did not radiate, and lasted 20 minutes 
to one hour. Often it would “make him lie down ex- 
hausted.” Attacks would occur over a period of a few 
weeks, once or twice a year, but without seasonal incidence. 
Heaviness after meals was usual, and he was always a small 
eater. He often suffered from acid regurgitation, but 
vomited*only occasionally. When he did vomit his pain and 
heaviness were always relieved. There had been no haemat- 
emesis or melaena, and weight loss had amounted to 7 Ib. 
(3.2 kg.). His last attack had been more severe than any 
before and he had been off work for two weeks. He had 
lost an average of one to two weeks’ work a year during 
previous attacks. 

On examination he appeared to be a stable type of patient, 
rather thin but in fair general condition. In the abdomen 
there was only tenderness in the epigastrium ; no tumour was 
palpable and succussion splash was not obtained. Barium- 
meal examination showed a large stomach with good tone, 
but it was empty in four hours. The duodenal cap was 
tender and irritable, and there was a suspicion of an ulcer 
crater in the right fornix. At this time the pyloric condition 
was not considered, and the x-ray appearance of the pylorus 
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was not recognized. A fractional test meal revealed acid 
on the high side of normal, especially in the resting juice. 
Blood was not present in any specimen. 

The patient desired operative treatment, and this was 
agreed upon in view of the long history, previous failure of 
medical treatment, and recurrent loss of work owing to 
incapacity. 

On March 13 the abdomen was opened through a midline 
epigastric incision. He had a large mobile stomach and 
duodenum, and very marked hypertrophy of the pylorus was 
at once apparent. There was firm thickening of the pyloric 
antrum spreading up from the pylorus, similar to the infan- 
tile condition. No active ulcer could be found in the 
stomach or duodenum, but on opening the lesser sac a small 
scar was found near the lesser curve just above the area of 
pyloric thickening. It did not seem that this could possibly 
have been active during his recent severe attack of pain, and 
there appeared to be no doubt that the hypertrophic pylorus 
was in fact the cause of his symptoms. Billroth I type of 
partial gastrectomy was therefore decided upon, and this was 
technically easy, the stomach being large and mobile, and 
the duodenum mobile and of wide diameter. After the 
operation recovery was entirely satisfactory ; he took fluids 
by mouth next day, proceeded to a normal diet on the tenth 
day, and was discharged home, soundly healed, on the 
twelfth post-operative day. At twelve months, though it was 
too early to assess the final result, he stated that he was 
delighted with his operation, was entirely free of symptoms, 
and all heaviness after meals was relieved. 

Section of the stomach had been made on the lesser curva- 
ture about 3 cm. below the cardia and on the greater curva- 
ture just below the second branches from the left gastro- 
epiploic vessels, the portion including a little more than half 
the stomach and a short cuff of duodenum. Hypertrophy of 
the muscularis of the pyloric antrum was considerable, and 
affected mainly the circular layer. Below, it stopped short 
of the level of the sphincter, the duodenal wall being of 
normal thickness ; above, it extended up for a distance of 
about 4 cm., tapering off as the body of the stomach was 
reached. On the mucosal surface there was nothing to cor- 
respond with the small scar noted after opening the lesser 
sac. The pathologist reported as follows : “There is no 
evidence of ulceration, but sections through the pylorus show 
hypertrophy of the pyloric sphincter and of the muscle 
coats of the pyloric antrum ; the maximum thickness of the 
muscle coats after fixation is 7.5 mm. There is in addition 
a moderate degree of chronic atrophic pyloric gastritis.” 

When the barium-meal films were reviewed in the light of 
the operative findings the characteristic x-ray features of 
adult hypertrophic pyloric stenosis were unmistakable. The 
pyloric canal was narrowed and elongated, being approxi- 
mately 2.5 cm. long and 0.5 cm. in diameter. Marked concave 
indentation of the duodenal bulb was present, but the pre- 
pyloric cleft could not be made out. 


Other Cases 


Case 2.—The eldest son of Case 1 was admitted on 
January 10, 1942, when aged 4 weeks. His case notes, 
which are very scanty owing to the war, merely record that 
Ramstedt’s operation was performed for congenital pyloric 
stenosis. He was discharged on February 2, and remained 
well and symptom-free. 

Case 3.—The fourth son of Case 1 was admitted on 
April 26, 1950, at the age of 13 days. He had been breast- 
fed from birth and there had been projectile vomiting of all 
feeds for one day. On admission the child was listless and 
ill. His weight was 8 Ib. 6 oz. (3.8 kg.), having dropped 
from 9 Ib. (4.08 kg.) at birth. He was put on oral feeds of 
24 oz. (60 mi.) of 5% glucose in 1/5 normal saline two- 
hourly. Vomiting, however, continued after nearly every 
feed, and surgical treatment was decided upon on April 28. 
Ramstedt’s operation was performed that day, a typical 
pyloric tumour being found. Recovery was satisfactory ; he 
gained weight to 8 Ib. 15 oz. (4.05 kg.), and was discharged 
on May 15. He has since remained well. 


Case 4.—A nephew of Case 1, aged 7 weeks, the second 
child of his third sister, was admitted to hospital on Septem- 
ber 16, 1945. Unfortunately his hospital notes have been 
lost, but reliable details of his case have been obtained from 
his private doctor and the ward report books. He was 
admitted with a firm diagnosis of congenital pyloric stenosis, 
a pyloric tumour being palpable. In hospital he responded 
to oral feeds of glucose-water and “eumydrin.” Vomiting 
ceased altogether after a week or two, and he was discharged 
on October 28. He remained well up to the time of writing. 


Discussion 


In this family the incidence of the disease is confined to 
the male members. In the present adult generation there 
were three male offspring and four females. The death in 
infancy of the eldest brother of Case 1, the first-born male, 
resulted from persistent vomiting about the year 1902; the 
mother of Case 1 maintains that in her opinicn this illness 
was identical with that occurring in her grandchildren, and 
this case is at least suggestive. If the case is accepted, then 
the incidence in this generation is in the first and fourth 
offspring, both males, with one male and four females un- 
affected. In the rising generation there is a total of twelve 
children, eight being males and four females. Case 1 has 
four boys, and here again numbers 1 and 4 are proved cases. 
In Case 4 the patient is a male child, being second-born, 
and the trait was transmitted through a female. 

In Case 1 it may be questioned whether the pyloric con- 
dition was in fact really causing much obstruction. Fullness 
after meals was a constant complaint, but vomiting was only 
occasional, and x-ray examination revealed no four-hour 
residue. The barium-meal test, however, was carried out at 
a time when he was relatively free from symptoms, and after 
a period when he had been off work and on strict medical 
treatment under his doctor at home. If he had been x-rayed 
during an acute attack a four-hour residue might well have 
been found. In other respects the x-ray appearances were 
typical, the large stomach with narrowed elongated pyloric 
canal being unmistakable once they were looked for. At 
operation the “ pyloric tumour ” was quite obvious, and the 
absence of other obvious disease left little doubt that the 
pyloric condition was responsible for his symptoms. 

Bockus (1944) divided cases of adult hypertrophic stenosis 
into three groups: those with signs and symptoms from 
childhood ; those with atypical ulcer symptoms of long dura- 
tion, beginning in adult life ; and those who quickly develop 
signs and symptoms of pyloric obstruction in middle or late 
life. Case 1 had a ten-year gastric history without any 
evidence of trouble in childhood. His pain was not really 
suggestive of gastric or duodenal ulceration, and he there- 
fore seems to fall into Bockus’s second group. McCann and 
Dean (1950), reporting three new cases in the adult, classify 
them as (a) idiopathic, without other gastro-intestinal patho- 
logy ; or (b) concomitant, with an associated gastro-intestinal 
pathology, such as duodenal or gastric ulceration or chronic 
gastritis with superficial ulceration. It may be that the symp- 
toms in Case 1 were due to periods of gastritis with super- 
ficial ulceration, the scar noted on the lesser-sac surface of 
the stomach representing a deeper lesion which at the time 
of operation was old and completely healed. It is unfor- 
tunate that this region was not specifically sectioned by the 
pathologist, but on the whole it seems that Case 1 should 
be placed in the concomitant group. 


Aetiology and Treatment 


The aetiology of congenital hypertrophic pyloric stenosis 
remains obscure. Illingworth and Dick (1949) state that it 
is an inherited abnormality of recessive type, sex and primo- 
geniture being also determining factors. Cockayne and Pen- 
rose (1943) conclude that there is a definite though small 
familial incidence. It seems to be generally accepted that 
the condition in the adult and the condition in the child are 
one and the same, though doubtless there are factors that 
determine the age of onset. McCann and Dean regard their — 
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idiopathic type as a subclinical variety of true congenital 
hypertrophy, and they consider that their concomitant type 
may also be. The two idiopathic cases they have reported 
are both females and their concomitant case a male, but in 
addition they reviewed a total of 160 cases and found that 
the sex incidence was 130 males to 30 females, an incidence 
corresponding closely with that of the congenital condition 
occurring in infancy. The occurrence of one adult and three 
infantile cases in this family supports the contention that the 
adult and infantile conditions are in fact one and the same 
and that a familial incidence does exist. 

In the infant, Ramstedt's operation has stood the test of 
time and is now accepted as the standard procedure. In the 
adult a variety of procedures have been adopted by different 
operators, and these include Ramstedt’s sphincterotomy, 
finger dilatation of the pylorus, plastic procedures on the 
pylorus, gastro-enterostomy, and gastrectomy, either partial 
or subtotal. 

McCann and Dean discuss treatment at some length and 
favour a Billroth I pylorectomy. In their second case they 
performed a pyloroplasty, but symptoms subsequently 
recurred and a gastro-enterostomy was later carried out at 
another hospital. In their first case a previous gastro- 
enterostomy gave relief for only five years, after which Bill- 
roth I pylorectomy was performed by them with complete 
relief of symptoms. Mor (1947), reporting seven cases in 
adults, also mentions failure of a gastro-enterostomy after 
20 years, when resection had to be done. From time to 
time difficulty has occurred in distinguishing at operation 
the pyloric tumour of congenital hypertrophy from a malig- 
nant tumour infiltrating the pyloric antrum, and McCann 
and Dean mention this as an objection to Ramstedt’s 
sphincterotomy. This objection applies equally to pyloroplasty 
and gastro-enterostomy. Other objections to Ramstedt’s 
sphincterotomy that they mention are the possibility of 
diverticulum formation and of cicatrix formation with later 
recurrence of obstruction. I have personal knowledge of 
two cases in which failure to resect has led to further 
trouble. The second of these two cases is worthy of 
mention. 

The patient, a man of 53, was first operated on early in 1949. 
He had a twelve-months gastric history, and carcinoma was 
suspected. At operation only a hypertrophic pylorus was found. 
The stomach was opened at that time and thoroughly explored, 
ulceration and new growth being positively excluded. A biopsy 
of the pylorus, which included all layers, failed on section to 
show ulceration or new growth. Subsequently symptoms re- 
curred, and some two years later he was readmitted with 
haematemesis. While he was in hospital under treatment a pre- 
pyloric ulcer perforated, and this was repaired. Three days later 
further gastric haemorrhage occurred and an emergency 
gastrectomy was performed. The specimen removed included a 
pylorus hypertrophied as in the condition of congenital pyloric 
stenosis, and above it near the lesser curve was an ulcer, 2 in. 
(5 cm.) in diameter, which was apparently simple. On section, 
however, this ulcer was found to be malignant, the appearances 
being consistent with a diagnosis of carcinoma ex ulcere. There 
seems to be no doubt that a resection two years previously would 
have saved this patient, who died some three months later from 
his malignant disease. 


The object of surgical treatment is to relieve the obstruc- 
tion, and this is best done by removing it altogether. In 
Case 1, who had an acidity on the high side of normal, a 
Billroth I partial gastrectomy was performed, approximately 
half the stomach being removed. The result is so far satis- 
factory, and careful questioning has failed to reveal any of 
the usual symptoms of early “ dumping.” If the acidity is 
low Billroth I pylorectomy as recommended by McCann and 
Dean would seem to be equally satisfactory in that the lesion 
is removed and a relatively large stomach remnant left. 


Summary 
A family with four members who have suffered from 
hypertrophic pyloric stenosis is reported. The incidence 
is confined to male members of two generations—one in 
adult life and three in infancy. 


A possible fifth case in this family is mentioned, and 
the fact that the trait in one of the infants has been 
passed through a female member of the family is 
recorded. 

Symptoms in the adult case are discussed. 

Some aspects of aetiology are mentioned, and in this 
family the occurrence in adult and infants supports the 
contention that adult and infantile conditions are one 
and the same and that a familial incidence does exist. 

Surgical treatment in the adult is discussed and a plea 
made for Billroth I gastrectomy or pylorectomy. 


I am indebted to Dr. J. H. Moseley for permission to publish 
details of Case 3; to Dr. C. N. Suter, of Gosport, for information 
on Case 4; to Drs. R. D. Clay and R. H. MacHardy for patho- 
logical and x-ray reports; and to Mr. Bernard L. Williams for 
helpful criticism. 
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POST-PARTUM VENOUS THROMBOSIS 
AND LEG ULCERS 


BY 


S. T. ANNING, M.D., M.R.C.P. 
(From the General Infirmary at Leeds) 


Of 557 women, in a series of 804 patients with leg ulcers 
all examined personally, there were 160 (28.7%) who 
had suffered from post-partum venous thrombosis of 
the lower limb. It is only by greater knowledge of its 
aetiology that we can hope to prevent this condition and 
the great disability it entails. Here it is intended to con- 
sider certain aetiological factors in relation to the 
present series of patients and to attempt to assess their 
importance. 

When examined the patients were 28 to 80 years of 
age (the majority being 35 to 60); they were seen at 
varying periods after the confinements and the throm- 
boses which followed. Information could be obtained 
only from the history’ and physical examination, a 
method more practicable but less accurate than that of 
following the course of a patient from time of throm- 
bosis to that of ulceration of the leg. Nevertheless, 
details of the confinements, though not full, seemed 
essentially accurate. Women usually remember about 
their abnormal labours. 


Obstetrical History 


The number of confinements, from 1 to 13, of the women 
in this series are shown in Table I. Table II shows the 
number of the first confinement after which there was throm- 
bosis. It occurred after more than one confinement in some 
women. In nine there were 12 further attacks of venous 
thrombosis after subsequent confinements. 

In order to determine the incidence of venous thrombosis 
in relation to the number of confinements, the number of 
thromboses occurring after the first or later confinements is 
shown in Table III. Thus there are records of 157 first con- 
finements after which venous thrombosis occurred on 78 
occasions (50%), but after 123 second and after 96 third 
confinements the incidence of thrombosis dropped to about 
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TaBLe I.—Number of Confinements 


No. of 


Total No. of 
Women 


Total No. of No. of . 


.Confinements Women Confinements 

1 34 4 
2 27 9 8 
3 26 10 4 
4 20 11 1 
5 13 12 0 
6 13. 13 2 
7 8 

TaBLeE II].—Confinement After. Which the First Thrombosis 

Occurred 
No. of No. of 


Women 


78 4 

24 2 

22 1 

4th 8 11th 0 
Sth 8 12th 0 
6th 6 13th ‘4 1 
3 Not known .. 3 


III.—Incidence of Post-partum Thrombosis 


Total Followed by Thrombosis 
No. of 
Confinements No. % 

Ist— 157 78 50-0 
2nd—123 28 22:7 
3rd— 96 24 25-0 
4th— 71 11 15°5 
S5th— 52 8 15-3 
6th— 39 6 15-0 

5 18-4 

4 

2 

2 

0 

0 

1 


25%. It fell even more after the fourth, fifth, and sixth 


confinements. The number of women having more than 
seven children is too small to warrant conclusions regarding 
the incidence of thrombosis. 

Information about the 172 labours after which venous 
thrombosis occurred is summarized in Table IV. It will be 
seen that 46 were normal (26.7%). In a large proportion 


TaBLe 1V.—Details of Followed by Thrombosis 


Normal A mature with toxaemia 3 
Forceps Stillbirth .. 3 
P haemorrhage 15 Precipitate labour 5 
ost-partum ta’ 

Caesarean section .. 1 
Twins és 6 Version (internal) .. 1 

te-partum emorrhage orceps oe oe 

Toxaemia with — a Details not known .. oe 
Breech presentation . 3 


(31.2%) there was some intervention, such as the application 
of forceps, the treatment of retained placenta, or the delivery 
of breech presentations. The proportion should be larger, 
for one and probably more of the patients with ante-partum 
haemorrhage were treated by vaginal plugging, and inter- 
vention possibly occurred in some of the labours described 
as long. Of forceps deliveries in this series 68.2% were 
first confinements. It would seem that infection and haemor- 


rhage are important factors in the cause of post-partum 
venous thrombosis. 


The age of the 


[_]torrsemes | patient when the 
thrombosis occur- 


PRIMIPARAE 
a red is of interest 


and is shown in 
the Chart. Of the 


sho} ] patients, 78.1%. 


were over the age 
of 25 and 45% 
over 30 at the time 
of thrombosis. The 
Chart also shows 
the ages of primi- 
parae who suffered 
from post-partum 
thrombosis. It does 


UNDER 20.24 25-29 30-34 35-39 40-44 45-49 
AGE IN YEARS 


Chart showing age of patients when 
thrombosis occurred. 


not suggest that thrombosis occurs more commonly in 
elderly primiparae, as, although 71.4% were over the age 
of 25, only 27.2% were over the age of 30. 


Other Data 
Limbs A ffected.—In 65 patients (40. 6%) the left leg was 
affected, in 39 (24. 4%) the right, and in 56 (35%) both legs 


were affected. 
Family History.—Details of the family history are shown 


' in Table V. If varicose veins, leg ulcers, or post-partum 


thrombosis had occurred in parents, aunts, uncles, siblings, 


V.—Family History 
Ulcers of theleg .. 37 


Nega' 73 
Varicose veins 27 Not known .. 8 


or children, the patient’s family history was regarded as 
positive. This was found in 79 (52%) of those whose family 
history was known), a proportion greater than to be 
expected from chance (Anning, 1950). It is interesting that 
in addition to the six relatives shown as suffering from 
post-partum thrombosis, this condition had also occurred in 
some of those with leg ulcers. Twelve mothers and five 
sisters of patients had been affected in this way, a number 
significantly higher than would be expected by chance. 


Body Weight.—Obesity may be a predisposing factor in 


' the production of post-operative thrombosis (Barker ef al., 


1941), and must be considered here. In this series no record 
of the body weight at the time of thrombosis is available, 
but Table VI shows the distribution of body weight among 


TaBLe VI.—Body Weight 


Weight 
(kg.) Patients (kg.) 

40-49 4 90-99 13 

50-59 12 100-109 6 

35 110-119 5 

70-79 se Not known 3 


the group at the time of examination. Unfortunately height 
was not also measured. In 38% of the patients the weight 
was 80 kg. or more, and may be regarded as overweight. 

Period Before Ulceration Occurred—This must be influ- 
enced by a number of factors such as whether elastic support 
was worn after venous thrombosis, whether ulceration 
appeared spontaneously or followed injury, and whether 
secondary varicose veins were injected or ligated. The data 
shown in Table VII are probably, therefore, of little signifi- 


TaBLe VII.—Period Before Ulceration Occurred 
of 


N No. of 

Years Patients Years Patients 
Less than 1.. 15 21-25 .. 11 
1-5 45 26-30 .. 5 
6-10... 29 31-35 .. 7 
11-15 26 36-40 .. 5 
16-20 12 Not known 5 


cance. However, ulceration had appeared within one year 
of post-partum thrombosis in 15 patients (9.7%) and in 
60 patients (38.7%) within five years. Linton and Hardy 
(1948) believe that ulceration of the leg does not take place 
until the thrombotic veins have become recanalized, and 
that this may take from one to 29 years from the time of 
venous thrombosis. The appearance of ulceration within 
one year in almost 10% of the patients in this series suggests 
that recanalization does not invariably precede ulceration. 


Conclusions 


The evidence presented here shows that post-partum 
venous thrombosis occurs more often when labour has been 
long or difficult and when there has been intervention, 
especially by intravaginal or intrauterine manceuvres. Con- 
sequently thrombosis is more common after first confine- 
ments. 

It seems probable that haemorrhage predisposes to 
thrombosis. This has been noted by several authors, includ- 
ing Franklin (1951). He points out that as a high proportion 
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of surgical and obstetrical cases of thrombophlebitis are 
associated with loss of blood through natural or opera- 
tional causes or through trauma, such loss of blood, if not 
corrected, and that quickly, sets in action, to a greater or 
lesser degree, the differential distribution of the remaining 
blood volume. The lower limbs, when they are inactive, 
tend to suffer most from the cuts in blood supply, as Sheehan 
(1949) found in obstetrical shock. 

The risk of post-partum thrombosis is greater in women 
with a family history of varicose veins, leg ulcers, or venous 
thrombosis, and inquiries about this should always be made. 

An attempt to prevent post-partum thrombosis must take 
these points into consideration. It is clearly important that 
special precautions be taken in primigravidae with a positive 
family history who have difficult labours. Haemorrhage 
should be treated promptly. Ochsner (1947) has stressed 
the value of leg exercises to prevent thrombosis in recumbent 
patients, especially when the limbs have been compressed 
from toes to groin. 

The treatment of venous thrombosis is not considered 
here, but mention must be made of the importance of firm 
elastic support of the affected leg in order to prevent chronic 
oedema and ulceration later. The patients in the present 
series had not been treated in this way. 


Summary 

A series of 160 patients suffering from leg ulcers 
following post-partum venous thrombosis are considered 
and certain aetiological factors determined. The import- 
ance of intravaginal or intrauterine intervention during 
or after labour and the importance of haemorrhage are 
stressed. Inquiries about the family history are shown 
to be useful. It should be possible, by attention to the 
aetiology of the condition, to do more to prevent it and 
certainly to foresee when it is likely to occur. 


It is a pleasure to acknowledge the kindness of Dr. John T. 
Ingram, of Dr. F. F. Hellier, and of other colleagues and prac- 
titioners who have referred patients to me. 
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The sixty-eighth annual general meeting of the Medical 
Sickness, Annuity, and Life Assurance Society, which limits 
its business to members of the medical and dental profes- 
sions, was held on June 16. Mr. R. J. McNeill Love, 
F.R.C.S., chairman of directors, announced an entirely new 
policy which the Society is now offering. The Society had 
always transacted sickness and accident insurance and life 
assurance, and for the last 20 years had provided family 
income benefit, but it was now including all these three in 
a single policy. The personal requirements of the individual 
could now be met in one policy at a low rate of premium. 
Mr. Love went on to say that the membership had risen 
to over 14,000, and the combined funds amounted to over 
£5,000,000. New life assurance effected during the year 
amounted to £1,153,243, and the new sickness policies issued 
reached the record figure of 11,929 guineas. The meeting 
adopted a recommendation for the payment of an interim 
bonus on with-profit policies for permanent sickness and 
accident insurance and life assurances terminating at the 
stated age or by death in the year ending December 31, 
1953, at the interim rates approved in 1951. Much regret 
was expressed at the resignation of Dr. A. Hope Gosse as 
the Society’s chief medical officer. Dr. T. C. Hunt has been 
appointed medical officer. Dr. S. P. Meadows and Mr. 
Bertram Sutton, the retiring directors, were re-elected. A 
vote of thanks to the chairman was proposed by Sir Cecil 
Wakeley, and the chairman in response paid a tribute to his 
co-directors and the staff. 


EMERGENCY THORACOTOMY 
FOR MASSIVE SPONTANEOUS 
HAEMOPNEUMOTHORAX 


BY 


JOHN BORRIE, F.R.C.S. 
Thoracic Surgeon, Otago Hospital Board, New Zealand 


Massive spontaneous haemopneumothorax is a serious 
complication of spontaneous pneumothorax with an 
appreciable mortality. According to Cuningham (1950), 
of 65 cases recorded in the literature 18 have been 
fatal. Since then Moser (1951) reported another four 
cases, all successfully treated by thoracentesis; and 
Hyde and Hyde (195) reported 12 further recoveries, 
11 of which were treated by thoracentesis and one by 
decortication. In 1951 Myers et al. had one patient 
with massive spontaneous haemopneumothorax who 
required emergency thoracotomy. Ross (1952) has 
similarly stated that one of his series of six patients 
was treated by emergency thoracotomy and ligation of 
the bleeding-point. Hansen’s (1949) case, treated 19 days 
after onset of bleeding by thoracotomy for continuation 
of the pneumothorax, was found to have multiple 
ruptured bullae which could not be sutured. He died 
36 hours later. With the following three cases, the 
present recorded total is now 93, with 19 deaths. The 
purpose of this paper is to emphasize the serious nature 
of spontaneous haemopneumothorax, to stress that its 
onset may be delayed after the onset of the accompany- 
ing spontaneous pneumothorax, and to report two cases 
with massive spontaneous pneumothorax, both of which 
were successfully treated by emergency thoracotomy. 
They had evacuation of blood and blood clot from the 
pleural cavity, control of the bleeding-point, immediate 
re-expansion of the totally collapsed lung, with rapid 
recovery and return to normal life. The third patient, 
seen three weeks after the onset of the haemopneumo- 
thorax, required decortication of his lung. 


Case 1 


A ship steward aged 21 suddenly experienced pain in 
the right side of his chest while carrying out his duties on 
the morning of January 12, 1952. He was sent to the 
Auckland General Hospital, where a chest radiograph was 
taken two hours after the onset. This showed a small 
right spontaneous pneumothorax, with a right apical 
“string” adhesion and a little collapse of the right lung. 
At first it was thought too trivial a lesion for his admission 
to hospital ; but because of the severity of the pain it was 
decided to keep him there for 24 hours. During the night 
his condition rapidly deteriorated, and in the morning he 
was completely exsanguinated and almost pulseless. The 
medical registrar realized that the patient had had a severe 
intrathoracic haemorrhage, which was confirmed by aspira- 
ting 3 pints (1.7 litres) of blood from the right pleural cavity. 
With continuous blood transfusion given through two infu- 
sion sets, he slowly improved, and after 7 pints (4 litres) 
had been given his blood pressure rose to 120/80 mm. Hg. 
A further chest radiograph showed that the right chest 
was completely filled with blood. At this stage, with two 
transfusions still running, the patient was transferred by 
ambulance to the operating theatre at Green Lane Hospital, 
where he was admitted at 6.15 p.m. 

Operation—At 6.45 p.m. on January 13, under general 
anaesthesia (Dr. Lyne), a thoracotomy was performed 
through the bed of the resected right sixth rib. After 
opening the right pleural cavity, 4 pints (2.3 litres) of blood 
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and several large blood clots were evacuated from the chest. 
The right lung, which was totally collapsed, was re-expanded 
by the anaesthetist. At the apex of the chest cavity, on the 
parietal pleurg, was an area, 2 cm. in diameter, from which 
blood steadily oozed. This area was cauterized with dia- 
thermy, and covered with oxidized cellulose powder. At 
the apex of the right lung was a localized collection of 
emphysematous bullae, one of which had ruptured. As no 
apical adhesions were found at operation, though they 
were clearly visible on the original radiograph, it was sur- 
mised that, owing to the increasing tension of the pneumo- 
thorax, the adhesions between the visceral and parietal 
pleurae had torn, thereby precipitating this profound haemor- 
rhage. Two intercostal under-water seal drains were inser- 
ted, and the chest was closed in layers. 

Convalescence was uneventful. The sutures were removed 
on the sixth day, and he was discharged fit on January 28, 
15 days after cperation. As an attempt to induce a right 
artificial pneumothorax was unsuccessful a fortnight later, 
it was concluded that the visceral and parietal pleurae were 
now adherent in that area. 


Case 2 

A stevedore aged 26 was admitted to Green Lane Hos- 
pital as an emergency at 10 p.m. on February 26, 1952. 
He had reported to the casualty department of the Auck- 
land General Hospital at 5.20 p.m. on that day, complain- 
ing of pain in the right chest which had come on suddenly 
in the cinema 24 hours previously. An hour before report- 
ing, the pain had become much worse. A radiograph of 
the chest showed a right spontaneous pneumothorax with 
fluid at the level of the right tenth rib posteriorly. The 
right lung was partially collapsed by the pneumothorax. 
Aspiration of the fluid proved it to be fresh blood. The 
diagnosis of spontaneous haemopneumothorax was estab- 
lished. Further check radiographs two hours later showed 
that the level of the fluid had risen and that the right lung 
was now totally collapsed. As the bleeding was obviously 
continuing, emergency thoracotomy was advised. 

Operation.—At 10.30 p.m. on February 26, under general 
anaesthesia (Dr. Lyne), right lateral thoracotomy was per- 
formed through the bed of the resected sixth rib. The 
pleural cavity was found to contain 2 pints (1.1 litres) of 
fresh blood and parietal pleura. The apex of the right 
lung was found to be replaced by a group of small emphy- 
sematous bullae, of which one had ruptured. From this 
the bleeding was occurring. After evacuation of the blood 
clot, the lung was re-expanded by the anaesthetist, and the 
bleeding stopped. These bullae were then locally excised, 
and the lung sutured with continuous 2/0 plain catgut 
sutures. Further inspection confirmed that there was no 
parietal bleeding-point. The visceral and parietal pleurae 
were then painted with 5% silver nitrate solution to induce 
pleural adhesions, and the chest was closed with two under- 
water seal drains, one in front and one behind. During the 
course of the operation the patient had 2 pints (1.1 litres) 
of blood. 

The post-operative course was uneventful. Check radio- 
graphs the morning after operation showed the right lung 
to be well expanded. The intercostal tubes were removed 
48 hours after operation, and the skin sutures on the sixth 
day. The patient was discharged, fit and well, on March 11, 
Just 14 days after admission. No evidence of any other 
lung disease was detected. 


Case 3 

A schoolboy aged 18 was admitted on March 25, 1952. 
Three weeks previously, while taking part in the New 
Zealand Rowing Championships, he began to feel off colour 
and noticed a “splashing” in his right pleural cavity. A 
radiograph of the chest showed a right pneumothorax with 
pleural effusion and with apical adhesion. The chest aspi- 
rate was heavily blood-stained. It was sterile on culture, 
and no acid-fast bacilli were found. Because there was 
little response to aspiration, decortication was advised. 


On April 2 a right thoracotomy was performed by Mr. 
Douglas Robb. There were innumerable filmy fibrinous 
adhesions between the chest wall and the collapsed lung, 
and haemorrhagic fibrinous material was found thickly 
deposited on the surface of the lung, completely imprison- 
ing the lower lobe in a thick peel. This proved to be well 
organized and at least 4 in. (3 mm.) thick. Both upper 
and lower lobes were successfully decorticated ; and as no 
trace of a separate middle lobe could be seen anywhere 
it was assumed to be completely fused with the upper lobe. 
Because of his general state, parietal decortication was not 
attempted. After operation the right lung re-expanded 
satisfactorily and the patient was discharged fit on April 22, 
one month after admission and seven weeks from the onset 
of his illness. 

Dr. Stephen Williams, pathologist, reported that the speci- 
men consisted of three components—namely, thin sheets of 
firm pale fibrin, gelatinous clot containing blood, and deeply 
icteric fluid. In some fragments old blood clot was inextri- 
cably bound up with the firm fibrin sheets, suggesting that 
the three elements had resulted from a single pathological 
event—namely, a haemorrhage into the pleural cavity. 


Discussion 

Rottenberg and Golden (1949) found three patients with 
spontaneous haemothorax in a series of 97 with spontaneous 
pneumothorax, and Hyde and Hyde (1951) similarly found 
five patients with haemothorax in 112 with spontaneous 
pneumothorax. The age of patients reported in the litera- 
ture has ranged from 17 to 44 years, and all but four cases 
have been in males. 

Pathogenesis ——Cuningham (1950) stated that of the 18 
fatal cases in which necropsies have been performed, in 
three no lesion was found and the source of the bleeding 
could not be traced. In a further three, ruptured adhesions 
alone were found, and there was apparently no lesion to 
explain the pneumothorax. Cystic disease of the lung was 
found in one case, and in the remaining 11 cases there were 
bullae or vesicles, usually ruptured, and accompanied by 
torn adhesions. 

In Cases 1 and 2, described here, thoracotomy established 
the site and cause of the pneumothorax and haemothorax. 
Each had a cluster of emphysematous bullae at the apex of 
the right lung, and in each a bulla had ruptured. In Case 1 
a string adhesion, clearly visible in a radiograph taken 
within two hours of onset of the pneumothorax, ruptured, 
presumably with mounting tension of the spontaneous 
pneumothorax, and thereby precipitated severe and continu- 
ous bleeding from its parietal pleural attachment. In Case 2 
there was no adhesion between the parietal and visceral 
pleurae. The bleeding continued from the torn edges of a 
ruptured emphysematous bulla at the apex of a collapsed 
lung. In both Case 1 and Case 2 bleeding continued until 
stopped at operation. 

Moser (1951) and others have remarked that the fluid 
aspirated from the pleural cavity in spontaneous haemo- 
pneumothorax fails to clot on standing. Cosgriff (1950), 
finding no prothrombin, fibrinogen, and thrombin in the 
aspirate, which also had anticoagulant properties, concluded 
that intrapleural clotting had already occurred and that the 
aspirate was what remained from the clotting process. This 
was conclusively proved by thoracotomy, when massive clot, 
which would have been most difficult to aspirate and likely 
to lead to permanent collapse of the lung if left, was success- 
fully removed. 

Prognosis—Haemopneumothorax is a serious thoracic 
emergency. Prognosis varies with the amount of haemor- 
rhage and clot formation, and the degree of pulmonary 
collapse and mediastinal displacement. Death may occur 
any time within three days, as in 6 of the 14 patients 
reviewed by Helwig and Schmidt (1947), and in one of the 
two cases reported by Cuningham (1950). It may occur 
later from complications of the haemothorax. When 
treated by chest aspiration alone, recovery is usually slow, 
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and not uncomplicated. Treatment in the 12 cases reported 
by Hyde and Hyde extended from 15 days to 3 months, 
with a mean of 48 days, one patient requiring decortication 
of his lung after three months. Similarly in Jones and 
Gilbert’s series (1936) treatment ranged from 10 days to 
4 months. Those of Waring (1945) recovered 60 and 150 
days after onset, and those of Nalls and Matthews (1949) 
three and five weeks and five months after onset. The 
recovery time following emergency thoracotomy is much 
shorter. The patient reported by Myers et al. was well in 
14 days, as were the two reported here. 

Management.—The problems of management are: resusci- 
tation of the patient ; removal of air, blood, and blood clot 
from the pleural cavity ; complete re-expansion of the lung ; 
and prevention of further episodes. From published reports 
already mentioned, there is no doubt that in mild cases 
repeated and careful aspiration of the haemopneumothorax 
has proved an adequate method of treatment. Blood loss 
is replaced by blood, and over a period of time, ranging up 
to three months, it is possible to achieve full re-expansion 
of the underlying lung, though the ultimate ventilatory 
function may be limited owing to parietal pleural thickening. 
In this group, too, there is probably a place for early use 
of streptokynase and streptodornase, as advocated by Sherry, 
Tillett, and Read (1950), to aid the liquefying of the blood 
clot. As pleural adhesions will certainly form during this 
treatment, further pneumothorax episodes are unlikely. In 
some patients it has not been possible to aspirate all 
the blood and clot from the pleural cavity, and therefore 
decortication of the affected lung has been performed 
following the methods already established in wartime for 
the treatment of traumatic haemothorax. Seley and Neuhof 
(1951) claim that the first pulmonary decortication for 
clotted haemothorax following idiopathic spontaneous 
haemopneumothorax was done by Neuhof in 1936. Three 
of the series reported by Ross had been successfully decorti- 
cated, and my Case 3 similarly required decortication. 

Critical analysis of published cases, however, shows that 
an appreciable number have bled to death shortly after the 
onset of their spontaneous haemopneumothorax. Where, 
therefore, profound and continuous bleeding has occurred, 
as in Case 1, it is obvious that, having once restored the 
general condition of the patient by adequate blood trans- 
fusion, direct control of the bleeding-point is the only 
logical and safe procedure; and it should be advised. 

Similarly, where bleeding, detected early, has continued 
and has been accompanied by further collapse of the lung, 
as in Case 2, it is wiser not to temporize, but rather to 
control the bleeding-point before the condition of the patient 
further deteriorates. It cannot be assumed that the bleeding 
will stop spontaneously. Even after aspiration of the blood 
and air the clot still remains and may thereby keep the 
lung partly collapsed and the bleeding-point patent. 

These patients are usually fit young men. With modern 
endotracheal anaesthesia thoracotomy is safe, the pleural 
cavity is rapidly opened, the pneumothorax is released, 
blood and blood clot are rapidly evacuated, the bleeding- 
point is controlled with a hot moist pack, the lung is com- 
pletely re-expanded, the causative lesion is then deliberately 
dealt with, recurrence of the pneumothorax is prevented by 
inducing an artificial pleurisy, and the chest cavity is finally 
closed with under-water seal drainage. The rapidity of 
recovery following treatment by emergency thoracotomy is 
remarkable. 

Myers et al. reported the first successful early thoracotomy 
for the condition, occurring 60 hours after the onset of 
symptoms. From the right pleural space 2,500 ml. of blood 
was removed, of which approximately 600 ml. was clotted. 
The lung was totally collapsed, and in the apex of the right 
upper lobe was a shaggy irregularity in the visceral pleura. 
Blood was briskly flowing from a corresponding area on 
the parietal pleura in the superior sulcus. The bleeding 
was controlled by pressure. Ross reported a similar patient 
successfully treated by emergency thoracotomy by Griffen 
in Newcastle-upon-Tyne. 


A survey of the available literature has failed to reveal 
further cases successfully treated by emergency thoracotomy, 
so that, with the two reported here, the present total is four. 


Summary 


Massive spontaneous haemopneumothorax is a 
thoracic surgical emergency which is best treated by 
resuscitation of the patient, early emergency thoraco- 
tomy, evacuation of the blood and blood clot, deliberate 
control of the bleeding-point, treatment of the causative 
lesion, and the induction of an artificial pleurisy to 
prevent recurrence. With emergency thoracotomy 
recovery can be rapid and complete. 

The literature is reviewed : of 91 cases reported, 19 
were -fatal. Only four patients, including the two 
reported here, have so far been successfully treated by 
emergency thoracotomy. 


I wish to thank Dr. Eyre, medical registrar, Auckland 
General Hospital, for his prompt diagnosis and assistance with 
Cases 1 and 2, and Mr. Douglas Robb for allowing me to publish 
Case 3. 
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MANIPULATION AND 
ACCURATE MANUAL METHODS IN 
GENERAL PRACTICE 


BY 


R. BARBOR, M.B. 


Late Clinical Assistant to the Department of Physical 
Medicine at St. Thomas’s Hospital 


I have been in the same practice for 18 years and am 
thus in a good position to compare the past with the 
present. Only four years ago my eyes were opened to 
the possibilities of accurate physiotherapy. Hence 15 
years’ experience of the natural course and progress 
under traditional treatment of soft-tissue lesions provides 
a background against which I can contrast the benefits 
of these new methods. Originally, owing to lack of 
training—in common with all medica] students—in the 
methods whereby an exact location could be made in 
these conditions, I thought little or nothing could be done. 
This view was strengthened when my patients were re- 
ferred to various hospitals and received more or less 
prolonged physiotherapy but did not seem much the 
better for it. Patients with lumbago, treated by rest in 
bed for some weeks, seemed to get better at least as 
quickly as those treated at hospital by heat and massage. 
On painful shoulders, tennis-elbows, and sprained knees 
and ankles I could say the same. 

Dissatisfied with this situation, I decided to seek 
special medical tuition at my old hospital. There in due 
course I developed enough diagnostic ability in exactly 
locating these lesions to be able to instruct and employ 
a physiotherapist trained in the accurate manual tech- 
niques for which St. Thomas's Hospital is renowned. 
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MANIPULATION IN GENERAL PRACTICE. cet, 1 


Cases suitable for physiotherapy are of everyday 
occurrence in my practice ; indeed, statistics compiled 
over the past six months show that they comprise 17% 


of the total number of patients seen in my surgery, and © 


that the proportion varies little from week to week. 
Since mine is a very average urban and semirural prac- 
tice, there is no doubt in my mind that many patients 
requiring physiotherapy are seen by every general prac- 
titioner. They are curable by accurate physiotherapy, 
but seldom receive such treatment. The sum of 
avoidable invalidism is thus huge. 


Difficulties 


I found that even after a diagnosis was made it might 
be some weeks before a patient could be seen at a hospital, 
and when he got there he might be treated by a medical 
man who did not test function according to a logical 
method ; moreover, even if my diagnosis was confirmed it 
was rare to find a physiotherapist acquainted with the tech- 
nique of accurate manual work. If these difficulties were 
circumvented by reference of the patient to St. Thomas’s 
Hospital, he had to spend the larger part of a working day 
and pay his fare for each attendance. I found that quite 
a number of my patients would put up with their disability 
rather than sacrifice so much time and money to its cure. 

Many medical men might think that there exists a further 
difficulty—namely, expensive apparatus. This is not so. 
None is needed beyond the couch and chair that all sur- 
geries contain. The physiotherapist’s hands do the rest. 

This is where the bonesetter scores: he relies on his 
hands alone, and thus achieves startling successes when 
apparatus has failed. It is absurd that patients should 
have to go to osteopaths for simple manipulations that 
we can ourselves perform. Some doctors, from lack of 
knowledge on the subject, even advise patients to seek 
treatment from such laymen. Here the fault lies with our 
training schools, where, with one exception, the manual 
treatments so commonly required in general practice are 
almost ignored. However, for many years the physio- 
therapy students at St. Thomas’s have been taught mani- 
pulation and accurate use of their hands in massage, with 
the intention of enabling the trained auxiliary to give these 
treatments and to do away with the need for lay 
manipulators. 

Examination 


As so many of my patients chafed at the delays and 
ineffectiveness of treatment, I set out myself to examine 
patients with these disorders. To gain experience I attended 
the physical medicine department of St. Thomas’s Hospital 
for one afternoon a week for three years, and then did a 
clinical assistantship there for six months. This did not 
interfere with the proper running of my practice. During 
my time there I noticed how vague other doctors were, and 
how readily words like “rheumatism” and “ fibrositis ” 
were used, though they clearly did not designate any clear- 
cut disease. My colleagues appeared to lack a method 
whereby to elicit the physical signs distinctive of each 
separate lesion. Many patients had received vague treat- 
ment elsewhere, based on a diagnosis involving a whole 
region—for example, painful shoulder—instead of one 
singling out the tissue at fault. I noted that at this hospital 
treatment was never begun until the lesion had been pin- 
pointed. I was also interested to see that the method 
of clinical examination developed by Dr. Cyriax did not 
involve the use of apparatus; indeed, it was exactly the 
type of examination suited to general practice. The prin- 
ciple is simple. It is perhaps because it is so simple that 
its recognition in this country- is so slow—it is widely 
adopted on the Continent—and I. have met doctors and 
physiotherapists from France, Australia, New Zealand, 
South Africa, and Brazil who have come to England to 
learn it. 

It is this. When a movement of a limb is made it 
involves the use of joints, ligaments, muscles, nerves, and 


will-power. On examination this complex is broken up 
into its component parts, and the function of each is tested 
separately. 

The joints and ligaments are tested by passive movement, 
so that the muscles, nerves, and will-power are not involved. 
The muscles are tested by the patient making them con- 
tract against a resistance so strongly applied that the joint 
cannot move. This eliminates the joints and ligaments 
from the picture. Moreover, when muscle power is being 
assessed the nervous system is being indirectly examined. 
Neurological lesions result in weakness when power is esti- 
mated, but, since the muscle is itself intact, when the patient 
contracts the muscle no pain results. Willingness is put to 
the test when the joint is actively moved. If passive move- 
ment is full and muscular power is normal and yet active 
movement is limited, then the willingness of the patient 
is at fault. When all joint movements have been tested 
actively, passively, and against strong resistance, articular, 
muscular, and neurological lesions can be separated. The 
type of articular lesion becomes apparent ; alternatively, the 
affected muscle group is singled out. Moreover, psycho- 
neurosis, so common a reason for a prolonged course of 
unsuccessful physiotherapy, can be identified at the patient’s 
first attendance; for in these cases the patient’s self- 
contradictory responses at once point to the source of the 
symptoms. 

Pattern—This rests on applied anatomy. Movements are 
tested actively and passively and against resistance, and the 
pattern that emerges identifies the structure at fault. For 
instance, the examination of the shoulder-joint is carried out 
thus : the arm is elevated actively, then passively as far as 
it will go ; the joint is further tested by passive internal and 
external rotation ; adduction, abduction, internal and exter- 
nal rotation are then tested against resistance. In this way 
the passive movements test the joint, but not the “muscles, 
the resisted contractions test each group of muscles, but do 
not affect the joint. Hence a pattern emerges, showing 
whether the joint or the muscles are at fault, and, if the 
muscles, which group contains the lesion. For example, if 
a full range of passive movement at the joint coexists with 
pain on resisted external rotation, the infraspinatus muscle 
is affected. 

Accessory Tests——When the group of muscles at fault has 
been singled out, accessory tests may be performed to make 
the diagnosis more accurate. For example, if the adductors 
and internal rotators of the shoulder both hurt on contraction, 
the patient should be asked to hold his arms out horizontally 
and press his hands together ; pain felt on this movement 
proves that the pectoralis major is damaged. Again, if the 
supraspinatus muscle has been shown to be strained, the 
occurrence of a painful arc indicates that the tender part of 
the muscle is pinched between the acromion process and the 
greater tuberosity of the humerus; this sign identifies the 
lesion as lying at the distal part of the tendon. When pain is 
elicited as the elbow is flexed against resistance, either the 
brachialis or the biceps muscle is damaged ; if a resisted 
supination movement also hurts, then the biceps is incrimin- 
ated. 

Palpation.—If the exact site of the lesion remains uncer- 
tain, then palpation for tenderness may help, provided that 
it is confined to selecting the most tender spot in the tissue 
‘already shown to contain the lesion. Most patients are 
tender where they have a pain—the phenomenon described 
by Lewis as “referred tenderness.” Hence indiscriminate 
palpation for tenderness has led to the discovery of tender 
areas, the result—not the cause—of the pain. Referred ten- 
derness provides the tender points variously called “ fibro- 
sitis,” “ myalgic spots,” and “trigger areas.” They can be 
shown not to signify a local lesion but to exist in a structure 
whose function is normal, by testing against resistance the 
muscle felt to be painful and found to be tender. Hence 
immediate palpation serves only to mislead the examiner. 
By contrast, if the doctor has isolated the tissue at fault he 
keeps his palpation within this limit, and if the structure can- 
not be reached by his fingers he does not waste time on 
palpation at all. 
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MANIPULATION IN GENERAL PRACTICE 


Local Analgesia.—If doubt still exists about the exact site 
of the lesion, local analgesia is induced in the suspected 
structure and the patient asked a few minutes later to per- 
form again whatever movement proved the most uncomfort- 
able. If the movement is now painless doubt no longer 
remains. If, on the other hand, appreciable pain still exists 
the diagnosis is wrong, and the question of accurate physio- 
therapy does not arise, since exact methods cannot be begun 
unless exact diagnosis has been arrived at first. 


The Remedy 
Physiotherapist 


In nearly all disease treatment is the more efficacious the 
sooner it is begun ; the soft-tissue disorders caused by injury 
or overuse are no exception. A disk lesion that is reducible 
to-day may increase in size and be irreducible to-morrow. 
My notes show that four years ago a patient with lumbago 
usually spent two to three weeks in bed, and that the super- 
vention of sciatica in those who refused to go to bed was 
a commonplace. Traumatic arthritis of the shoulder, so 
easily avoided by early treatment, may after some weeks 
enter a subacute phase, during which all physiotherapy is 
useless, many months of disability ensuing. Hence time 
is a vital factor in many patients’ response to treatment. 

In an effort to help our patients my partners and I took 
on a St. Thomas’s trained physiotherapist. Since her 
engagement all patients requiring physiotherapy start treat- 
ment the same day ; indeed, on occasion, within the hour. 
Most are well in less time than it would have taken us to 
secure for them their first appointment at hospital. 


Manipulation 

Subluxations of a fragment of cervical, thoracic, or 
lumbar intervertebral disk are reduced by manipulation by 
ourselveS or our physiotherapist at the stage when the 
displacement is small and the treatment is at its simplest 
and is most frequently successful. Often the patient with 
lumbago returns to work within the hour. This attitude 
avoids the supervention of subsequent root-pain in some 
cases and aborts the disorder in others. Once reduction 
has been achieved instruction in its postural maintenance 
follows. The manipulation is not the haphazard type so 
often employed under anaesthesia; it is a series of con- 
trolled movements on a conscious patient, who co-operates 
throughout. 

For example, patients attending with an acute stiff neck, 
which used to be called “rheumatic torticollis,” usually 
leave the surgery with a full and painless range of neck 
movements restored. Even long-standing low backache, 
so long a bugbear to the orthopaedic surgeon no less than 
to the G.P., has become a welcome symptom now; for 
detailed clinical examination often shows a minor disk 
lesion to be responsible. If that proves so, manipulative 
reduction is carried out. 

Manipulation is often called for in cervical osteo- 
arthritis, and is particularly successful in abolishing the 
disabling headache referred from the upper cervfcal joints. 
It is the only remedy for the displaced cartilaginous loose 
body that complicates osteoarthritis at the knee. Tennis- 
elbow of the teno-periosteal variety seems to be incurable 
except by manipulation, and in the absence of such treat- 
ment may disable heavy workers for many months. We 
find that in this common type cure results after five to ten 
treatments—that is, two to three weeks. Manipulative 
rupture of long-standing adhesions about a ligament at the 
knee or ankle is the work of an instant and requires no 
anaesthesia. 

Massage 

Muscle injuries, tendinitis, and tenosynovitis receive 
immediate deep massage to the site of the lesion. The 
speed of recovery amazes me when I compare it with my 
own results of four years ago, or with those secured by 
routine measures carried out in hospitals. 

Massage is the swift cure for tendinitis of the shoulder 
and for tenosynovitis at the wrist and ankle, provided it is 


given to the exact site of the tendinous lesion and not to 
the area to which pain is referred. In tenosynovitis at the 
wrist we expect recovery after an average of five treatments 
by transverse friction. Supraspinatus tendinitis requires 
six to ten treatments, depending on the site of the lesion 
and the length of history. We have even had an acromio- 
clavicular joint strain of four weeks’ standing cured in one 
session of 20 minutes’ deep massage. 

Minor muscular ruptures improve rapidly when thera- 
peutic local analgesia is followed by accurate transverse 
friction, the formation of unwanted adhesions being pre- 
vented. Recent sprains of the ligaments at the knee and 
ankle recover far more quickly with deep massage to the 
site of the partial rupture than with any other treatment. 

Naturally these quick successes are dependent on an ade- 
quate examination and diagnostic ability on the part of 
the doctor. Since medical students are asked no questions 
in their qualifying examinations about soft-tissue lesions 
in the moving parts, they do not realize the importance of 
this omission from their undergraduate training. Hence 
the informed co-operation between the interested doctor 
and the physiotherapist with accurate techniques at— 
literally—her finger-tips has not yet come into being. 


Financial Considerations 


The Patient's Point of View.—Before we employed a 
physiotherapist those of our patients requiring accurate 
physiotherapy had to travel to London. This was a costly 
business for them, as the fare was about 5s., a meal had 
to be bought, and usually a whole working day was lost. 
So the cost to the patient was in the region of 25s. a treat- 
ment. Furthermore, a patient might lose many working 
days awaiting the earliest hospital appointment with the 
specialist, before whose examination no treatment could be 
started. This could be any length of time up to a fortnight, 
during which period sickness benefit would be the only 
money coming into the home. 

Now, with a physiotherapist at hand, there is no travel- 
ling expense, no meal out, only an hour off work, and at 
the most a day’s wait before treatment is begun. Total 
cost to the patient: half a guinea a treatment. A great 
saving. 

The Doctor's Point of View.—There is no capital outlay ; 
for the couch and chair, which all surgeries contain, suffice. 
The doctor has no added expenses, since the physiotherapist 
‘uses his room when he is out on his rounds. The starting 
salary of a physiotherapist is about £7 a week; hence if 
she gives no more than three treatments a day five days a 
week her employer is not out of pocket. In fact, she can 
well deal with ten or twelve patients a day. This is far 
fewer, it is true, than she would be expected to treat at 
hospital, but accurate manual work is difficult and exacting. 
For this reason a proper amount of time must be allowed 
for it. 

Bone-setters 


It must not be forgotten that, sooner or later, many 
sufferers drift to the lay manipulator, whether their doctor 
likes it or not. Osteopaths and their like have been 
created by the public demand for a body of men to fill 
the gap left by doctors’ neglect and physiotherapists’ lack 
of tuition. We should fill this hiatus ourselves ; for what 
the layman without medical knowledge can do, so can we. 
These manual methods are no secret; various illustrated 
books written by medical men exist (Burrows and Coltart, 
Cyriax, Mennell, Timbrell-Fisher). If we do not wish to 
perform this work ourselves we should support the ethical 
physiotherapists and ask them to carry out these manceuvres 
for us. Were this routine universally followed, lay manipu- 
lators would soon become redundant and an unnecessary 
gap in our therapeutic armoury would be closed. 


Conclusion 
Manipulation and accurate manual methods have a 
great and urgent part to play in general practice. 
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Accurate diagnosis followed by equally accurate physio- 
therapy is applicable to 17% of our patients. It should 
be obtainable on the spot, and at once. Any two or 
three doctors clubbing together could easily afford the 
services of a physiotherapist and thus benefit their 
patients. Any doctor who follows this suggested line 
of training would have the satisfaction of curing most 
of his sufferers from “ rheumatism” and “ fibrositis,” 
and rejoice in the contrast with the unhappy time when 
he could merely prescribe an analgesic tablet or liniment. 
This type of treatment is most rewarding to the patient, 
and keeps him out of the clutches of the lay healer. I 
find this new sphere of work most exhilarating, and, as a 
general practitioner living in this antibiotic and bureau- 
cratic age, enjoy increasing my diagnostic powers in a 
fresh field. This interesting work, coupled with the ser- 
vices of a physiotherapist grounded in accurate manual 
work, transforms my day and has limitless possibilities 
for every practitioner. 
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AND 
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The availability of radioactive iodine for use in clinical 
medicine has led to the development of various new diag- 
nostic methods for assessing thyroid function. There 
are, however, relatively few centres at which isotope 
techniques can be used, and, furthermore, many of the 
tests are somewhat complex. They involve considerable 
co-operation from the patient, or they require the 
examination of the patient with complicated electronic 
apparatus. The value of the various radioactive iodine 
tests of thyroid function has been discussed by Myant 
(1952), and Goodwin, Macgregor, Miller, and Wayne 
(1951) have compared the relative merits of those most 
commonly used. 

The avidity of the thyroid for iodine can be assessed 
either by direct measurement of the amount or rate of 
uptake of the isotope in the patient’s neck or by measur- 
ing the amount excreted in the urine, the latter indicat- 
ing the balance of the administered dose that is not 
utilized by the thyroid. The capacity of the gland to 
synthesize and discharge thyroid hormone can be 
measured by assaying the radioactivity present in the 
plasma (Ansell, Macgregor, Miller, and Wayne, 1953). 


This latter measurement probably represents most accu-: 


rately the functional state of the gland, especially if 
there is a doubt regarding the presence of hyperthyroid- 
ism. Such a test has the advantage that the patient is 


involved in no more inconvenience than is necessitated 
by a venepuncture, since the actual physical measure- 
ments do not require his presence. 

For reasons discussed elsewhere (Goodwin et al., 1951) 
we believe that the best and most comprehensive picture 
of a patient’s thyroid status can be obtained only by a 
combination of several clinical and radioactive iodine 
tests. Nevertheless, so far as the diagnosis of thyro- 
toxicosis is concerned, the single measurement of the 
radioactivity present in the protein fraction of plasma 
48 hours after a tracer dose gives information of con- 


siderable diagnostic value. 

This paper briefly describes an attempt to assess the 
clinical usefulness of such a test when used without the 
supporting evidence supplied by simultaneously per- 
formed alternative tests, and when used at a hospital 
without full facilities for isotope work. 


Method of Investigation 


All patients studied were seen by two of us in Notting- 
ham (W. S. W. and P. J. B.). An initial clinical diagnosis was 
made, and after the result of the radio-iodine test was 
known the patient was observed to determine his progress. 
A final clinical diagnosis was eventually reached in all 
cases, usually after a therapeutic test with methylthiouracil. 
The test has been used, therefore, in its proper context, as 
an additional diagnostic tool, and not as a final arbiter to 
supersede clinical judgment. 

Measured doses of between 25 and 30 uc. of radioactive 
iodine were dispensed in Sheffield and dispatched by train 
to Nottingham, where they were given to patients whose 
urine was tested by the method of Foote, Mackenzie, and 
Maclagan (1952) to detect the previous administration of 
iodine-containing compounds. Forty-eight hours after 
administration of the isotope 20-ml. samples of blood were 
withdrawn and returned to Sheffield for assay. The con- 
centration of radioactivity in whole plasma and in the pro- 
tein-bound iodine fraction was measured, the proteins being 
precipitated with trichloracetic acid; this precipitate was 
then dissolved in caustic soda and measured as a solution 
(Goodwin et al., 1951). 

Interpretation —On the basis of an extensive experience 
of the limitations and merits of this test, the results were 
interpreted as follows: levels of activity in excess of 0.4% 
per litre in the protein-bound fraction were considered to 
indicate definite thyrotoxicosis; values below 0.2% per 
litre were interpreted as excluding the presence of thyro- 
toxicosis. We realize that such an interpretation invariably 
leads to the presence of toxicity being missed in a very 
small number of cases, but, on the other hand, the presence 
of toxicity is never falsely suggested, since, in our experi- 
ence, values of protein-bound plasma activity in excess of 
0.4% per litre do not occur in the absence of thyrotoxicosis 
in the previously untreated patient. Intermediate values 
lying between 0.2% and 0.4% per litre were interpreted 
according to the proportion of the whole plasma activity 
that was protein-bound, proportions over 50% usually 
indicating thyrotoxicosis even if the absolute amount in 
the protein-bound fraction was below 0.4% per litre. The 
accuracy of measurements below this level of activity, is, 
however, not great. 

Results 


Here are given the results of the application of the test 
to the first 50 patients in whom subsequent progress has 
been followed and an eventual diagnosis decided upon. 

Samples were sent from Nottingham after with- 


drawal from six definitely thyrotoxic patients, and in each 
case the interpretation of the result of the test suggested 
toxicity. All results for the 48-hour protein-bound plasma 
activity lay in the range of 0.7% to 2.8% per litre. Samples 
were also analysed from 22 control normal or definitely 
non-toxic cases, and in each case the correct interpretation 
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was put upon the test. Of the 22 cases, 21 had levels of 
protein-bound plasma activity at 48 hours of 0.1% per litre 
or less, in 13 cases no appreciable activity being detectable 
at all with the dose given. In one case a level of 0. % per 
litre was observed. 

Samples were taken from a further 22 cases in which there 
was a greater clinical doubt regarding the true diagnosis. 
In 15 of these (Group A, Table) the patients were thought 


Results of Tests of 48-Hour Plasma Radioactivity 


48-hour Protein-bound 
48-hour Plasma Activity Hie 
Case No. Plasma Activity 
(% Dose per Litre) (°% Dose per Litre) 
Group A 
1 1-23 0:98 
5 1-66 1-30 
6 0-62 0:56 
20 3-17 2-26 
22 1-99 1:46 
27 2-06 1-83 
28 0-56 0-34 
31 0-35 i 0-31 
32 1-87 1-59 
39 0-99 1:00 
40 0-56 0-55 
47 1-07 0-85 
48 0-25 0-24 
49 0-98 0-58 
50 0-64 0-48 
Group B 
3 0-68 59 
8 0-79 
14 1-46 1-36 
33 0-34 0:38 


See text for classification of Groups A and B. 


initially to be clinically thyrotoxic, and in each case the 
radio-iodine test suggested toxicity, and the subequent pro- 
gress and disposal of the case confirmed this view. In four 
cases (Group B) in which the initial clinical impression was 
that the patients were probably not thyrotoxic the radio- 
iodine test suggested toxicity, and their subsequent progress 
showed the test to have been accurate. In these 19 cases, 
therefore, the test was of real clinical value inasmuch as it 
definitely proved a doubtful clinical diagnosis or corrected 
an erroneous one. In the three remaining cases the test was 
at variance with the final clinical opinion—in one instance 
thyrotoxicosis being suggested in a patient in whom it was 
neither initially nor subsequently thought to be present, and 
normal function being suggested in two cases in which 
the clinical diagnosis was thyrotoxicosis. 

The two patients who were thought to be normal as a 
result of the test had 48-hour protein-bound plasma activity 
levels of 0.1% per litre or less, but the clinical picture and 
response to therapy was such as to leave no doubt in our 
minds that these patients were in fact thyrotoxic. In the 
one patient in whom the clinical diagnosis was normal 
thyroid function, but the result of the test indicated thyro- 
toxicosis, the level of protein-bound plasma activity was 
0.57% per litre, the whole plasma activity being 0.62% per 
litre. This patient was a woman of 37 who had palpitations, 
loss of weight, and dyspnoea. She had no marked heat 
intolerance or sweating, was quiet when examined, and had 
no tachycardia. She had a diffuse enlargement of her 
thyroid gland and “staring” eyes. Treatment for two 


‘months with methylthiouracil had no effect on her sympto- 


matology, and an emotional disturbance was diagnosed 
despite the presence of the high levels of activity in her 
plasma. 


Discussion 


These results would indicate, therefore, that the accuracy 
of our clinical assessment is of the same order as the 
accuracy of this particular radioactive iodine test of thyroid 
function. In addition, however, it must be noted that 
objective confirmation of a hesitant clinical diagnosis was 
obtained in numerous cases ; if full reliance had been put 
upon the test with a view to the decision whether or not 
to institute treatment in a given case, a correct decision 
would have been reached in 47 out of the 50 cases, whereas 


first clinical impressions were shown to be in error in four 
cases. Furthermore, the information obtained from the 
radio-iodine test was simply and conveniently obtained, 
whereas in many instances a careful and balanced clinical 
assessment was available only after prolonged observation 
and therapeutic trial, and the application of other ancillary 
diagnostic tests. 

It must always be remembered that there must be a com- 
plete range of thyroid activity, and by the very nature of the 
disease it cannot be expected that there will be a sharp 
dividing line between patients who are not thyrotoxic and 
those who are. Myant (1952) says: “ However we define 
normality, the limit we set between normal and pathological 
is an arbitrary one, and no test can tell us what this limit 
should be.” What is important to the patient and to the 
physician is that some assistance be provided towards the 
decision whether or not specific treatmert is required, 
Furthermore, it frequently is necessary to exclude thyro- 
toxicosis as a factor when other diseases are also present, 
and the diagnosis of so-called “ thyrocardiacs ” is often diffi- 
cult. It is our belief that such decisions are assisted by the 
objective evidence provided by the use of radioactive iodine 
tests of thyroid function. If possible, studies of both the 
gland uptake of the isotope and the discharge of radio- 
thyroxine should be carried out. 


The latter test is essentially simple to perform and does 
not require the patient's co-operation in the collection of 
urine samples, nor does it necessitate bringing the patient 
and the electronic apparatus together. Its only disadvantage 
is that a higher dose of the isotope is necessary for its per- 
formance compared with that required for urine~ studies 
(25-30 we. as against 10 uc.) and the time involved in the 
processing and assaying of the samples is appreciably 
greater than that required to assay urine. We believe, how- 
ever, that the greater diagnostic accuracy obtainable, and 
the greater convenience to the patient, render it a useful 
and valuable addition to the diagnostic armamentarium of 
the physician. 


Summary 

The radioactivity present in the protein-bound frac- 
tion of the plasma 48 hours after the administration 
of a tracer dose of 25-30 uc. has been used as an aid 
to the diagnosis of thyrotoxicosis. 

Fifty patients were studied in a hospital 40 miles from 
the centre containing the electronic apparatus, and doses 
of the isotope and samples of plasma were dispatched 
by train. 

In 28 cases the results of the test and the clinical 
assessment were in full agreement, and in a further 
19 patients a doubtful clinical diagnosis was confirmed 
or an erroneous one corrected. In three cases misleading 
information was provided by the test. 

It is suggested that where it is not possible to perform 
simultaneous tests of gland uptake of radioactive iodine 
the measurement of protein-bound plasma radioactivity 
48 hours after a tracer dose is of valuable diagnostic 
assistance. It can be carried out with minimal incon- 
venience to the patients, at a distance from a fully 
equipped centre, and in doubtful cases gives immediate 
information which would otherwise involve prolonged 
observation of the patient and of the effects of treatment. 


We are grateful to Professor E. J. Wayne for his interest in this 
work, and to Miss L. Fearn for her technical assistance. 
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A CASE OF PRIMARY BILIARY 
CIRRHOSIS 
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Primary biliary cirrhosis is a rare condition, which is 
our reason for recording the following case. 

In an analysis of the literature Ahrens ef al. (1950) 
gave a series of 22 cases of biliary cirrhosis, of which 17 
were proved to be of the primary type. They also 
reviewed all cases of chronic biliary obstruction with 
generalized xanthomatosis reported since 1851. These 
cases numbered 92, but in only 49 of these was the seat 
of the biliary obstruction confirmed by surgical oper- 
ation, necropsy, or both. The seat of the obstruction 
was found to be extrahepatic in 24 cases and intra- 
hepatic in 25. Dr. Thomas Parkinson (1952) showed a 
further case of primary biliary cirrhosis at the Royal 
Society of Medicine in March, 1952. In this case it was 
confirmed by laparotomy that the obstruction was 
intrahepatic. This patient had, however, xantho- 
matosis. 

The aetiology of this disease is at present unknown, 
but adult women are predominantly affected. The 
biliary obstruction is intrahepatic and is not associated 
with previous liver disease. The onset is insidious and 
the course prolonged. It is characterized by general 


pruritus, jaundice, good nutritional condition, massive 
enlargement of the liver, splenomegaly, hyperpigmen- 
tation, and coarseness of the skin. 


A large proportion 


of the cases develop generalized xanthomatosis, prob- 
ably the result of prolonged hypercholesterolaemia. 


Results of Pathological Investigations 


Case History 


A married woman aged 40 with no children was referred 
to one of us by her doctor on December 19, 1951, with a 
history of generalized pruritus. Twelve months previously 
she had sustained a wedge fracture of the eleventh dorsal 
vertebra in a car accident. She was put in a plaster jacket 
and had troublesome pruritus under the plaster. When the 
plaster jacket was removed the pruritus persisted, and she 
noticed that it was generalized, even involving the soles of 
her feet. She had a little flatulent dyspepsia, but was not 
intolerant to fat. Her urine stained her clothes just recently. 
Catamenia was regular 2-3/28. 

On examination she was seen to be of spare build ; weight 
108 Ib. (49 kg.). A slight icteric tinge of the skin and 
conjunctivae was present. There were no xanthomata of 
the skin. The lungs and cardiovascular system were normal. 
The liver edge could be felt 1 in. (2.5 cm.) below the costal 
margin, but was not tender. The tip of the spleen could 
also be felt below the costal margin. The icterus was not 
noticed by her doctor when he saw her a few days pre- 
viously. She was admitted for investigation. The results 
of the pathological investigations are shown in the Table. 

A laparotomy, to settle whether the obstruction was 
extrahepatic or intrahepatic, showed that the liver was con- 
siderably enlarged, especially the left lobe, and the spleen 
slightly enlarged ; the gall-bladder, the extrahepatic biliary 
tract, and the pancreas were all normal. A fragment of 
the liver was taken for biopsy. 

Histology of Liver—** The normal lobular pattern is well 
maintained and the vast majority of parenchymal cells are 
unremarkable. There is little evidence of parenchymal 
regeneration. The striking lesion lies in the portal tracts. 
They are conspicuous and enlarged by well-marked fibrosis 
and dense infiltrations by mobile cells—partly lympho- 
cytes, but in places polymorphonuclears. The bile ducts 
have disappeared from some tracts or are so swamped by 
mobile cells as to be unrecognizable. Where identified they 
are encompassed, and seem constricted by their surround- 
ings, although there is no sign whatever of inflammatory 
exudation into their lumen. One further interesting feature : 
dense cellular portal-tract infiltrations in places have cut 


| Dec.20 | Jan. 10 Jan. 18 Feb.13 | Feb.22. | Mar.28 | Apr. 16 
Haematological 
M.C.HC. % 29-6 326 28-8 


E.S.R. (corrected) Wintrobe, ‘mm. int hour ‘Wa 24 


Saline fragility, red cells 


Blood Chemistry 


Van den Berg, direct Immediate Immediate 
positive positive tive tive positive positive 
Total serum bilirubin (mg./100 m1.) 61 8-5 78 6°38 8-5 21-2 
Thymol turbidity (units) 70 8-0 70 
Thymol flocculation in ++ ++ 
Alkaline serum phosphatase kK. ww units’ 100 ml.) aia 51°5 2 43 49 
Serum proteins: 
Total (g.°4) 75 7:25 
2-3 48. 
Blood urea (mg./100 ml.) 19 
Serum cholesterol (mg. } 100 m es 380 380 3 368 


1.) 
Serum phospholipid (mg./100 ml. ¥ 


Erhlich’s test (urobil Absent Absent Absent 

Fouchet’s test (bilirubin Weakly Strong! Positive Positive 
Positive positive 

Hay’s test (bile salts) Negative Strongly Negative Negative 


Biliary Constituents in Urine 


Gastric analysis on January 3, 1952, was normal. Wassermann reaction on December 20, 1951, was negative. 
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off groups of peripheral zone cells from adjacent lobules 
and are surrounding them. These features are characteristic 
of primary biliary cirrhosis and long-standing obstructive 
jaundice of all aetiologies, whether intrahepatic or extra- 
hepatic.” 

The patient made an uninterrupted recovery and left 
hospital five weeks later with her jaundice much diminished 
and her pruritus hardly worrying her. She was given a 
three-weeks course of streptomycin, 1 g. daily, vitamins, and 
a full diet. 

The pruritus returned rather severely in April, 1952, dis- 
turbing her sleep, and the jaundice increased. She was seen 
by Dr. Sheila Sherlock at the Postgraduate Medical School 
of London, who advised testosterone propionate, 25 mg., 
sublingually daily, and an increase in the vitamin replace- 
ment therapy. The pruritus was quickly relieved, and the 
patient kept well until August, when on holiday. On ad- 
mission to Hammersmith Hospital she was found to be 
severely anaemic, having had haemorrhage from her 


alimentary tract. 
Summary 

A rare disease is described in which the differential 
diagnosis can be settled only by an exploratory lapar- 
otomy and a biopsy of the liver. 

Little is known of the aetiology, and at present treat- 
ment is unfortunately purely symptomatic. It is interest- 
ing to note that usually the condition arises in women 
round about the age of 40, which suggests the possi- 
bility of an endocrine factor. _ 

The prognosis is gloomy in that there has been no 
recorded case of recovery, and the disease proceeds on a 
relentless course with occasional intermissions. Death 
may occur after only two years, although Ahrens ez al. 
record that patients of theirs are still alive after eleven 


years. 


We are indebted to Mr. J. Troup, who undertook the explora- 
tory laparotomy and the biopsy of the liver which enabled the 
diagnosis to be established. 


Ahrens, E. H., J Payne, A., Kunkel, - 2. Eisenmenger, W. J., 
“19500. Medicine, 2. 
Parkinson, T. Proc. roy. Soc. Med., 


Medical Memorandum 


A Case of Acute Diphenhydramine enn 
Poisoning 

The purpose of this article is twofold—to draw attention 
once again to the danger which antihistamines hold for 
young children, should the container be left lying about, 
and to point out that the naked-eye appearances at necropsy 
can simulate those of bronchopneumonia. A mistaken 
report of bronchopneumonia could arise if no histological 
sections were to hand, and if for any reason it were not 
known that a harmful substance had been eaten. 


Case REPORT 


A mother, coming downstairs at 4 p.m. one day after 
an absence of about one hour, found a spilled bottle and 
several pills scattered about the floor. During her absence 
her youngest son, a perfectly healthy child of 2 years 7 
months, had been caught eating some of the pills by an 
elder brother. The number of pills in the bottle before 
the incident was unknown, and so the number actually eaten 
was never discovered. The child ate a normal meal at 


about 5 p.m., and continued apparently perfectly well until 
shortly after being put to bed at 6.15 p.m. He then began 
to roll his eyes and wave his arms about. His condition 
rapidly worsened ; he became extremely excitable, and began 
having “ fits.” He was then removed to hospital, where he 
was noted on admission at 7.30 p.m. to be extremely 


cyanosed, and to be having repeated convulsions. The _ 


stomach was washed out once or twice and oxygen adminis- 
tered. Death occurred at 8.40 p.m. the same evening. 

Post-mortem Findings.—At the time the necropsy was 
performed it had been incorrectly reported that the child 
had swallowed a few calcium gluconate tablets, which 
would, of course, have no harmful effects. There were 
scattered Tardieu’s spots over the visceral pleura of both 
lungs. The trachea was somewhat congested, and contained 
a small quantity of blood-stained watery fluid. The lungs 
themselves presented a striking appearance: dark-purple 
depressed areas alternated with paler emphysematous areas, 
but portions of the dark areas sank in water. Apart from a 
few flecks of white powder adhering to the mucous mem- 
brane of the stomach the gastro-intestinal tract was normal. 
Both the cardiovascular and the urogenital systems were 
normal. The liver had moderate cloudy swelling only. The 
spleen showed some venous congestion. It was thought at 
this stage, on the basis of these naked-eye appearances, that 
death had resulted from bronchopneumonia. Microscopi- 
cally, the brain showed capillaries somewhat dilated, and in 
the lungs the dark-purple areas were seen to be due to 
massive haemorrhages into the interalveolar spaces and the 
alveolar lumina. There was a moderate desquamation of 
the epithelium of the smaller bronchioles. The lighter areas 
showed a patchy emphysema. The myocardium, kidney, 
and liver showed only a slight cloudy swelling. 

Chemical Analysis—This showed the presence of a small 
quantity of a basic substance giving the chemical reactions 
of diphenhydramine hydrochloride (“ benadryl ”’) in samples 
of blood, urine, and stomach washings ; it was also isolated 
from the intestines, stomach, brain, liver, lungs, spleen, heart, 
and kidney. The total amount present was small, and was 
contaminated with other material, so that no opinion could 
be given of the amount of diphenhydramine hydrochloride 
absorbed. 


COMMENT 


In both clinical and pathological aspects this case appears 
to have followed the pattern of the cases reported by Tobias 


(1949) and by Miller and Pedley (1950). The onset of symp- — 


toms was delayed by about two and a half hours, and sur- 
vival lasted about four hours after the taking of the drug. 
Although there was little catarrhal discharge, the mode of 
death was clearly asphyxial, as demonstrated by convulsions 
and cyanosis, Tardieu’s spots, and lung lesions found after 
death. Such a severe haemorrhagic manifestation in the 
lung, and, with the possible exception of the spleen, not 
marked elsewhere, suggests the lung as the susceptible organ. 

Although no mechanism has yet been suggested to account 
for the poisonous effects of antihistaminic compounds, it is 
perhaps interesting that the salient pathological lesion, an 
interalveolar and intra-alveolar haemorrhagic oedema of the 
lung, is extremely suggestive of a histaminic effect. Hist- 
amine and antihistamines are able to induce or influence 
variations in capillary diameter and permeability, and it is 
not difficult to imagine lesions such as the one described 
arising from some imbalance between their tissue concen- 
trations. 


I wish to thank Mr. L. C. Nicholl, of the Forensic Science 
Laboratory, Wakefield, for permission to publish his report on the 


chemical analysis. 
F. E. Aaron, M.B., D.C.P., 


Formerly Registrar in Pathology, 
Royal Halifax Infirmary. 
REFERENCES 
Miller, A. A., and Pedley, E. (1950). British Medical Journal, 1, 1115. 
Tobias, M. (1949). Ibid., 1, 1098. 
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RENAL CORTICAL NECROSIS 


Renal Cortical Necrosis and the Kidney of Concealed 

Accidental ens ar ag By H. L. Sheehan, M.D., F.R.C.P., 

F.R.C.O.G., and Moore, M.D. (Pp. 186; illustrated. 

£1 15s.) Oxford: Hack well Scientific Publications. 

This book falls into the category of medical monographs 
that are invaluable to the expert but that may also be read 
with profit by those with a more general interest in medi- 
cine. It is based mainly on a study of the renal lesions in 
sixty-seven fatal cases-of concealed accidental haemor- 
rhage, most of which had renal cortical necrosis of varying 
severity. 

In a series of brilliant histological studies the authors 
trace the development of the renal lesions, particularly in 
relation to time of onset, and conclude that the degree of 
renal damage is governed by the site and duration of the 
vascular spasm, which from a wealth of evidence they re- 
gard as the underlying and immediate cause of the morbid 
processes in the kidney. The clinical features of the dis- 
order are fully considered and are supplemented by an 
exhaustive and critical analysis of all the cases of renal 
cortical necrosis previously published. Overwhelming sup- 
port is adduced for what has hitherto been largely 
clinical conjecture—namely, that this disorder not infre- 
quently occurs in minor forms that resolve spontaneously. 
A striking feature shown by these studies is the rapidity 
with which the renal lesions may begin and develop. The 
clinician is thus warned that he must be prompt in institu- 
ting such therapeutic measures as may be available. The 
latter are discussed in a section on treatment. 

The work described in this book undoubtedly marks a 
notable advance in the knowledge of the pathogenesis of a 
not uncommon and dread disorder, and also furnishes clues 
to many problems in renal pathology in general. There is 
a comprehensive and balanced survey of the literature 
with a full bibliography, many informative and beautifully 
executed illustrations, and an adequate subject-index. The 
authors and publisher alike are to be congratulated warmly 
on a valuable addition to the literature on disorders of the 


kidneys. A. A. OSMAN. 


STERILITY 


Sterility: The Diagnostic Survey of the Infertile Couple. 

By Walter W. Williams, M.D. . 351; 174 illustrations. 

No price given.) Springfield, Massachusetts: Walter W. 

Williams. 1953. 

Of recent years there has been a great increase in the number 
of publications on sterility, and among these are several text- 
books of widely varying quality. Dr. Williams’s new book 
differs from most of those hitherto available in that it con- 
fines itself—almost exclusively—to diagnosis, and represents 
his own practice developed over a period of some twenty 
years. It envisages, as a minimal diagnostic survey, eight 
separate stages. These comprise : the initial interview with 
husband and wife ; the seminal analysis ; the medical survey 
of the husband; and of the wife; uterotubal insufflation : 
sperm viability observations; endometrial biopsy; and 
résumé of the clinical and laboratory findings, explained to 
the husband and wife in a joint visit. There is no doubt 
that this is a general plan which, in outline, would meet 
with general approval in Britain. But in detail it is probable 
that some clinicians would consider Dr. Williams takes his 
patients—or many of them at least—too far. For example, 
basal metabolic rate estimations and complete blood counts 
are not viewed with favour in Britain as routine examina- 
tions. 

With the clarity and completeness of the practical details 
given in this book one can have no quarrel. The technique 
of seminal analysis is admirably presented, and there is an 
excellent discussion of the interpretation of the findings. 
Testicular biopsy is discussed in a brief but informative 


chapter. Tubal-patency tests and post-coital tests are also 
well described, and there is an interesting series of illustra- 
tions of endometrial biopsy sections throughout the men- 
strual cycle. The interpretation of basal body temperature 
records is well covered. 

An outstanding chapter is devoted to “ gynecography,” 
which is a technique for outlining the pelvic viscera radio- 
graphically by combined hysterosalpingography and carbon- 
dioxide pneumoperitoneum. The illustrations are most 
impressive. 

The book also includes a chapter on culdoscopy by Drs. 
M. R. Cohen and H. S. Guterman, and one on tubal salvage 
by Dr. B. B. Weinstein. 

Though it is unlikely that many doctors in Britain would 
feel inclined to make use of all the techniques described in 
Dr. Williams’s book, there is no doubt that anyone wishing 
to obtain information on the practical details of infertility 


investigations would find all he wants therein. 
G. I. M. Swyer. 


PAIN FROM MUSCLE AND JOINT 


Pain Syndromes and their Treatment: With Special Reference 
to Shoulder-arm Pain. James M. Tarsy, M.D. (Pp. 592; 
266 illustrations. £4 6s.) Springfield, ois: Charles C. 

Thomas. Oxford: Blackwell P Scientific Publications. 1953. 

It gives me particular pleasure to welcome this book. Here 
is a practical volume on the problem of pain felt in the 
neck, thorax, and upper limb, originating from disorders 
affecting nerves or moving parts. The author’s first care 
has rightly been the development of a system of clinical 
examination, since radiography is so often uninformative 
in the soft-tissue lesions found at the neck and shoulder. 
Indeed, they each receive a chapter devoted to examina- 
tion alone. He describes how the complexities of referred 
pain and referred tenderness add to the diagnostic difficul- 
ties at an area where so many separate disorders are found 
within a small compass. He finds his way through this 
territory by clinical means supplemented by local analgesia. 
He wisely recommends that the function of a joint should 
be tested passively, thus eliminating the complication of 
simultaneous muscle contraction. Surprisingly, he does not 
go on to the logical corollary—assessment in isolation of the 
muscle function by testing contraction against such resistance 
that the joint stays still. 

Cervical arthritis and disk lesions causing pressure are dis- 
cussed in detail, and the conclusion is reached that “ surgery 
is not necessarily indispensable.” All will agree. He lists 
as alternatives, manipulation, traction, immobilization, x-ray 
therapy, heat, cold, and local analgesia. Separate varieties 
of the thoracic outlet syndrome are identified and their treat- 
ment described. The recognition and therapy of arthritis, 
periarthritis, and tendinitis at the shoulder are considered at 
length. Cervical and thoracic manipulations are illustrated, 
but thoracic disk lesions are not mentioned. The author 
emphasizes the important part played by therapeutic nerve 
block and illustrates the techniques. Indeed he has spared 
no pains to set out his methods in such a way that all 


interested can follow him. They will be many. 
JAMES CYRIAX. 


OF DISEASE 


Biochemistry of Disease. Meyer Bodansky and Oscar 

Bodansky. Second 1208 and enlarged 

by O. Bodansky, M.D.., $12.) New 

York: The Macmillan 
In this second edition yl a Disease has been 
revised and expanded. References to papers published in 
1951 are included and the number of pages is now 1,208, 
which is 524 more than in the 1945 printing of the first 
edition. More attention has been paid to aspects of normal 
human biochemistry that are related to the subjects dis- 
cussed. An appendix has been added that gives normal 
values, with standard deviations ; unfortunately the methods 
by which these results were obtained are not given. 

In the preface it is suggested that the book may serve 
students in the later years of their medical course. This it 
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certainly should not; a student would not be able to see 
the wood for the trees. But as a work of reference it is 
most valuable ; most of the subjects are treated thoroughly 
and the literature quoted is voluminous. Some faults may 
be found. The important subject of fluid and electrolyte 
balance is not considered. A number of tests of liver func- 
tion are given with little indication of their relative signifi- 
cance and with no indication that most information can be 
obtained from comparison of the results of a few selected 
tests, such as those recommended by Maclagan. Even the 
bilirubin-excretion test is mentioned without appropriate 
comment. Nephrocalcinosis is not discussed. As is inevit- 
able in a volume of this scope, the authors have been, at 
times, uncritical. Thus, it is doubtful whether Bence-Jones 
protein has ever been found in the urine of patients with 
leukaemia. In view of the large number of antigens in 
serum, one may question whether the immunological experi- 
ments of Goettsch and Reeves are evidence of qualitative 
abnormalities of the proteins of the serum of nephrotic 
patients. 
J. R. MARRACK. 


HANDBOOK OF OPHTHALMOLOGY 


Ofies Management of Ocular Diseases. By _ Professor 
am F. Hughes, jun. M.D. (Pp. 452; 120 figures. 

$9 or £3 10s.) Chicago: The Yearbook Publishers, Inc. 

London: Interscience Publishers. 1953. 
This handbook is virtually a small textbook of ophthalmo- 
logy which omits any account of major surgical procedures. 
The author surveys the entire field of ophthalmology—re- 
fraction, the motility of the eye, the diseases of the various 
tissues of the globe and its adnexa, neuro-ophthalmology, 
and injuries and radiation treatment, and he appends a use- 
ful formulary. It is designed for the busy practitioner who 
has difficulty in finding sufficient time to keep his knowledge 
up to date and is essentially a practical guide to diagnosis 
and treatment. This purpose it fulfils adequately, the many 
figures serving well to illustrate the text, which is clearly 
written and generally sound. 

STEWART DUKE-ELDER. 


A PEPTIC ULCER INQUIRY 


The Incidence of Peptic Ulcer in Denmark: A Statistical 

Study on the Clinical Incidence of Gastric and Duodenal 

Ulcer in the Danish Population in 1 and 1948. By Gunnar 

Alsted, M.D. With prefaces by Dr. Johs. Frandsen and 

Professor E. gracht. (Pp. 88. $2.25 or 16s.) Copen- 

hagen: Danish Science Press. 1953. 

Everyone will agree with Dr. Alsted’s contention “that the 
most solid base for the study of the pathogenesis and aetio- 
logy of peptic ulcer is a profound knowledge of its actual 
incidence and distribution in the population.” Such a know- 
ledge cannot easily be obtained from mortality statistics, 
since the fatality of the disease is low and has been decreas- 
ing and it may be, therefore, that a reduction in mortality 
masks a real rise in incidence. Morbidity statistics enable 
the student to avoid this difficulty, but they are usually open 
to the objection that the diagnoses are made less accurately 
and that facilities for accurate diagnosis vary from place to 
place. This objection is perhaps less applicable to Den- 
mark than to any other country, since Denmark has long 
had a sickness insurance system providing free medical 
attention to more than 90% of the people; well-equipped 
hospitals are established in all areas, and the standard of 
medical practice is high. Alsted’s attempt to determine the 
morbidity from peptic ulcer in Denmark in 1940 and again 
eight years later is therefore of great interest. The work 
was carried out with the co-operation of the Danish National 
Health Service, through which all practitioners were invited 
to report on the cases of peptic ulcer coming under their 
care during the month of October in each of the two years, 
and the book consists m an analysis and comparison of the 
results obtained from the completed questionaries. 

The methods of investigation adopted in the two surveys 
were unfortunately not identical ; in 1940 the questionaries 
were sent out after the end of October and the practitioners 
were asked to notify cases they had already seen, but in 


1948—as a result of criticism—the questionaries were sent 
out beforehand. This difference must largely invalidate the 
comparison between the absolute incidences calculated for 
the two years, and Alsted does not appear to have realized 
the extent to which this difference could account for the 
greater frequency with which ulcer was recorded in the 
later period. The remaining sections are unaffected by this 
defect, and useful data confirm that the incidence is low 
in rural areas and compare the incidence of ulcer in men 
engaged in different occupations. The highest incidence in 
any group is recorded among doctors, but this, it is agreed, 
most probably results from the high standard of investigation 
demanded. As has been reported from other Continental 
countries—though not from Britain—the last decade would 
appear to have seen a relative increase in the proportion of 
gastric to duodenal ulcers in men. 

The book is easy to read and the tables are set out clearly 
and succinctly. It is to be hoped that one day a companion 
volume will be written to describe the results of a survey 
carried out in 1958 by a method directly comparable with 
that used ten years earlier. 

R. DOLL. 


CONFERENCES ON THERAPY 


Cornell Conferences on Therapy. Edited by Harry Gold, 

D., David P. Barr, M.D., McKeen Cattell, M.D., Frank 
C. Ferguson, jun., M_D., Frank Glenn, M.D., and George 
Reader, M.D. Volume 5. (Pp. 299; £1 10s. or $4.) New 
York and London: The Macmillan Company. 1952. 


The Cornell Conferences on Therapy were started in 1937 


as a joint venture by the departments of medicine and 
pharmacology. To qualify for a conference a subject must 
be a problem on which there are widely divergent views. 
Each is introduced by a talk from an appropriate member 
of the staff, and thereafter a free discussion takes place. 
No doubt the discussion is carefully edited, for it is unlikely 
that American physicians in extemporary speech are any 
more coherent or grammatical than we are in Britain, but 
in spite of the editing the spontaneous atmosphere of in- 
formal discussion is admirably preserved. It is all great 
fun and easy to read as one’s partisan interest is excited by 
this or that speaker in the debate. 


Clinicians are apt to build the structure of therapeutics . 


with indifferent regard to its pharmacological basis. There 
is even some degree of antagonism between academic 
pharmacology and clinical therapeutics, not infrequently 
illustrated in the correspondence columns of this Journal, 
in which the clinician passionately asseverates—occasion- 
ally with some degree of justice—that so-and-so is true in 
practice in spite of anything the theoretical pharmacologist 
may say. In recognition of the fact that such an antagon- 
ism is unsound, these conferences are designed to correct 
the tendency and to weave pharmacology and therapeutics 
into a single design. The conference is not a substitute 
for, but ancillary to, traditional forms of medical teaching, 
and one which might be explored more fully in Britain. 

Volume 5 now takes its place in this outstanding series. 
It represents fifteen conferences selected for their quality 
and enduring value, and varying in type from the old and 
ever-present problem of how to treat a cough to the ultra- 
modern one of the atomic casualty. This volume, like its 
predecessors, can be unreservedly recommended. 

D. M. DuN Lop. 


Two reissues of standard works have recently appeared: Pro- 
fessor R. A. Willis’s Pathology of Tumours in its second edition 
and Frazer’s Manual of Embryology in its third edition. Pro- 
fessor Willis has revised his great work in the light of publica- 
tions appearing during the last five years. Among subjects on 
which the text has been greatly altered is the aetiology of bron- 
chial carcinoma. The book is published by Butterworth and 
Company for £4 4s. Professor J. S. Baxter is responsible for the 
third edition of the late Professor Frazer’s book. While retain- 
ing the general plan of the book, he has rewritten parts of it 
where necessary, and in particular the whole of the section on 
early stages of development. It is published by Baillitre, Tindall 
and Cox for £2 2s. 
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WORLD CONFERENCE ON MEDICAL 
EDUCATION 


We print elsewhere in this week’s issue fuller details 
of the programme of the First World Conference on 
Medical Education, to be held in London from 
August 22 to August 29 at B.M.A. House under the 
auspices of the World Medical Association, with 
Sir Lionel Whitby as President and Professor W. 
Melville Arnott as Vice-President. The Ministers of 
Health and of Education, the Secretary of State for 
Scotland, and the Chancellor of London University 
have kindly agreed to act as patrons. At the opening 
plenary session on Monday, August 24, the presiden- 
tial address on “ The Challenge to Medical Education 
in the Second Half of the Twentieth Century” will 
be given in the morning ; in the afternoon addresses 
will be given by Sir Richard Livingstone on “ What 
is Education ? ” and by Professor John F. Fulton on 
“ The History of Medical Education ” and by Colonel 
S. M. K. Mallick on “ Medicine—a Technology or a 
Profession ?” During the rest of the week the Con- 
ference will divide into the following sections under 
the chairmanship of the four Vice-Presidents: 
“ Requirements for Entry into Medical School ” (Dr. 
Victor Johnson, of the Mayo Foundation); “ Aims 
and Content of the Medical Curriculum ”. (Sir A. L. 
Mudaliar, of the University of Madras) ; “ Techniques 
and Methods of Medical Education” (Professor A. 
Hurtado, of the University of San Marcos, Lima) ; 
“The Teaching of Preventive and Social Medicine ” 
(Professor René Sand, of Brussels University). The 
announcement of the Conference has roused world- 
wide interest among doctors, and delegates will be 
coming from the U.S.A., South America, Europe, 
India, Japan, as well as from the Commonwealth. 
The B.M.A., as one of the national medical associa- 
tions belonging to the W.M.A., is acting as host, and 
has put its resources at the disposal of the inter- 
national organizing committee of the Conference. 
Sir Lionel Whitby is chairman of the programme 
committee, and the Editor of the B.M.J. its secretary. 
Dr. T. Rowland Hill is chairman of the local arrange- 
ments committee, and its secretary is Dr. E. Grey 
Turner, Assistant Secretary of the B.M.A. Mr. John 
Pringle, the Association’s Public Relations Officer, 


1 British Medical Journal, 1952, 2, 481. 
2 Ibid, 1953, 1, 494. 


is the Press and Public Relations Officer of the Con- 
ference and is undertaking the preparation of the 
handbook. Three international organizations have 
collaborated with the W.M.A. in the various prepara- 
tory stages of the work. The World Health Organ- 
ization has given it support since its inception and 
has a particular interest in the section on the teaching 
of preventive and social medicine. The Council of 
International Organizations of Medical Sciences has 
similarly played an active part, and is helping to meet 
the cost of the simultaneous translation which will 
be available in English, French, and Spanish. Much 
interest and help have alsocome from the International 
Association of Universities. The cost of holding such 
an international meeting is high and the resources of 
the World Medical Association are limited. Its funds 
have been generously amplified for this purpose by 
the United States Public Health Service, by voluntary 
contributions from national medical associations, and 
in particular by the pharmaceutical industry in the 
U.S.A. and Great Britain. The Wellcome Foundation 
and the Ciba Foundation have helped by providing 
accommodation and hospitality. It is disappointing ° 
that government departments concerned and some 
foundations with a special interest in medicine have 
not found it possible to support this Conference in a 
practical way. But it is satisfying to find that volun- 
tary and individual effort can be called upon to 
support a conference on a subject of fundamental 
importance to the practice of medicine and therefore 
to the welfare of the public whom medicine serves. 
The aims and objects of the Conference have been 
discussed previously in these columns.’? It is not 
intended to make any attempt at curriculum building. 
Such an attempt would, indeed, be quite impractic- 
able. The intention is rather to concentrate on 
principle and method and to illuminate these by the 
matters to be discussed in the four sections. An 
attempt, too, has been made to bring to the fore sub- 
jects which, if not exactly new, are now receiving a 
new emphasis. If the Conference succeeds in stimu- 
lating medical educationists to think about their own 
problems in their own countries in a new way then it 
will have achieved much. Medical education often 
lags too far behind medical knowledge and medical 
needs, and a profession which is active in experiment 
in its own science does not always show the same 
readiness to experiment in its methods of educating 
the undergraduate. In a sense the Conference to be 
held in London in August will be in the nature of a 
“ preliminary communication,” and if this communi- 
cation holds out promise the sponsors of the Con- 
ference hope that its work will be carried a stage 
further in a similar gathering three or four years 
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hence, the interval being occupied by combined and 
probably regional studies of selected subjects. Their 
work, it is hoped, will be helped forward by the 
publication of the principal contributions in a volume 
to be issued early next year by the Oxford University 
Press. 

August is a month when doctors, among others, 
take their holiday, but it is also one of the few months 
in which medical educationists can leave their facul- 
ties. It is hoped that all those in this country inter- 
ested in medical education will find time to attend 
the Conference, and when possible to take part in 
the open discussions throughout the week in the four 
sections. We feel sure that many will welcome the 
opportunity to meet formally and informally their 
colleagues from other countries, and thus help the 
British Medical Association to see that our guests 
receive a warm welcome from the host country. 
Early registration will make it easier for the organ- 
izers and also for those who are offering hospitality 
during the week, which begins with a get-together 
party given by the Council of the B.M.A. on Satur- 
day, August 22, and an expedition to Cambridge on 
Sunday, August 23. The British Medical Associa- 
tion is glad of the opportunity to take an active part 
in this enterprise of the W.M.A., in the formation of 
which it took the initiative. In relation to the subject 
of the meeting in August it is perhaps not out of place 
to refer in particular to the two reports issued in 1948 
and 1950 by the B.M.A.’s Medical Curriculum Com- 
mittee under the chairmanship of Sir Henry Cohen. 
The Association counts upon the co-operation of 
British doctors in making the Conference a success. 


CARCINOGENIC AROMATIC AMINES 


An abnormally high incidence of cancer of the 
bladder among men working in the dyestuffs 
industry was described by Rehn’ in 1895. The 
latest reports? would indicate that the same hazard 
still exists and that many men engaged in the manu- 
facture of dyestuff intermediates such as benzidine, 
a-naphthylamine, and 8-naphthylamine develop can- 
cer of the bladder. In a recent paper Case* has 
shown how industrial firms can attempt to assess the 
environmental risk in their factories by-comparing 
the known number of deaths among their workers 
or ex-workers from bladder tumours with the num- 
ber which might be expected in a male population 
subjected to the mean risk pertaining in England 
and Wales. The processes of carcinogenesis 


appear to be slow, since the average latent periods, 
from starting work with the substances to diagnosis 
of the tumour, range from fifteen to twenty years. 
The amines which produce cancer of the bladder in 
man have been difficult to investigate experimentally, 


because they do not induce bladder cancer in small 
animals, such as rats, rabbits, or guinea-pigs. In 
1937, however, Hueper and Wolfe* described 
bladder tumours induced in dogs by treatment with 
B-naphthylamine for periods of over four years, and 
this observation has been repeated in England*® and 
in the United States. The injection of #-naphthyl- 
amine is followed by the excretion of 2-amino- 
l-naphthol® and 2-amino-l-naphthylsulphuric acid’ in 
dogs and by 2-acetamido-6-hydroxy naphthaline in 
rats. One metabolite, 2-amino-l-naphthol, has been 
shown to be a local carcinogen in the subcutaneous 
tissues of mice® and recently, by Bonser, Clayson, 


‘and Jull,’® in the bladders of mice. But the differ- 


ence in metabolism between rats and dogs is only 
quantitative, since 2-amino-l-naphthol is also excreted 
by rats dosed with B-naphthylamine.*? Benzidine is 
also metabolized to hydroxy derivatives’? '* which 


almost certainly include 3:3’-dihydroxybenzidine. 


Baker'' has obtained tumours in mice with this 
metabolite. Thus two of the substances which pro- 
duce cancer of the bladder in man have been shown 
to be metabolized to ortho aminophenols which are 
carcinogenic. 

In order to explain the incidence of bladder cancer 
in men who worked with aniline Walpole, Williams, 
and Roberts'* have examined some of the possible 
impurities which might have been present in the 
aniline manufactured during the last century. These 
have been chosen in the light of results obtained with 
other aromatic amines and include 4-aminodiphenyl 
and 3:2’-dimethyl-4-aminodiphenyl. Both these com- 
pounds have induced tumours in rats, and the latter, 
which was chosen because of its structural resem- 
blance to the carcinogenic 3 : 2’-dimethyl-4-aminoazo- 
benzene (“ortho aminoazotoluene ”), was a potent 
carcinogen. This work provides an excellent example 
of the application of existing knowledge of the rela- 
tionships between chemical structure and biological 
activity to the prediction of carcinogenicity. The 
authors note that Bonser, Clayson, and Jull have 
shown 1-amino-2-naphthol to be a local carcinogen. 
This last fact is in agreement with the hypothesis 
expressed by the latter workers'® that ortho amino- 
phenols form a group of carcinogens. Walpole, 
Williams, and Roberts also discuss the possibility 

2 Scott, Med. 1952, 9, 127. 

3 Brit. J. Soc. Med.. 1953, 7, 1 

J Path 1937, 13, 656. 

5 Bonser, G. M.., J. Path. Bact., 1943, 55, 1. 

Zbl GewHyg., 1920, 8, 81. 

7 Wiley, F. H, J. biol. Chem., 1938, 124, 627. 

8 Dobriner, K., Hoffman, K., and Rhoads, C. P., » Semnae, 1941, 93, 600. 


® Hueper, W. c., Arch. Path. (Chicago), 1938, 25, 85 
10 Lancet, 1951, 2 286. 

11 Manson, L. A.. and Young, L., Biochem. J., 1950, 47, 170. 

12 Adler, O., Arch. exp. Path. Pharmak., 1908, 58, 167. 

13 Acta Un. int. Cancr., 1950, 7, 46 

14 Brit. J. industr. Med, 1952, 9, 255. 

15 Bonser, G. M., Clayson, D. B., and Jull, J. W., Ann. Rep. Brit. Emp. 


Cancer Camp., 1951 29, 148. 

as Haddow, A Harris, R. J. C., and Kon, G. A. R., Philos. Trans. A., 
17 Miller, E. C., Miller, J. A., Sandin, R. B., and Brown, R. K., Cancer Res., 
1949, 9, 504. 
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that the carcinogenic aromatic amines as a class act 
by way of the corresponding artho aminophenols 
produced by metabolism in the animal body. 

In addition to the dyestuff intermediates, the 
carcinogenic aromatic amines include acetylamino- 
fluorene, which was once intended for use as an 
insecticide ; a number of aminoazobenzene deriva- 
tives, including 4-dimethylaminazobenzene or butter 
yellow, which was once used as a dye for food ; and 
the aminostilbenes,’* which are potent inhibitors of 
the growth of tumours. Previous investigation of the 
structural requirements for carcinogenic molecules had 
pointed to 4-dimethylaminodiphenyl as possibly the 
simplest compound of this type.’’ All these active 
compounds could be converted by metabolic pro- 
cesses to ortho aminophenols. The pursuit of this 
idea should lead to new fundamental knowledge of 
carcinogenesis and perhaps to the avoidance of some 
forms of cancer in man. 


CECIL RHODES 

Cecil Rhodes, the centenary of whose birth is celebrated 
on July 5, was a centre of fierce controversy during his 
lifetime. There were many who saw him as a malign 
figure in late Victorian imperialism, and others who, 
while acknowledging the grandeur and nobility of his 
aims, deplored the unscrupulousness of his methods. But 
to-day he is chiefly remembered, not as the gold-digger of 
Kimberley nor as the schemer in South African politics, 
but as a far-seeing civilizer whose work lives after him. 
Rhodes went out to Natal as a lad of 17; returned to 
England at 20 to fulfil his intention of “ sending himself 
to Oxford ” ; left again for South Africa with the doctors’ 
verdict “ Not six months to live” (pulmonary tuber- 
culosis) ; came back fully recovered at 28 to take his 
Oxford M.A., and then concentrated on his holdings in 
South African mines and on making Great Britain the 
dominant power from the Zambesi to the Cape. 

The creation of the Rhodesias is recounted from a 
medical point of view in Tropical Victory, published as 
part of the centenary celebrations in South Africa.' 
The author, Dr. Michael Gelfand, of the Government 
Medical Service, traces the story from Rhodes’s pioneer 
column which occupied Mashonaland in 1890, and was 
the first successful attempt by an Englishman to found 
and settle a colony in Central Africa. This was one of 
the events which made the last decade of Victoria as 
adventurous as the third and fourth of Elizabeth I. 
Rhodes included a medical contingent in his pionecr 
column, and, however deficient their knowledge and 
equipment by modern standards, they carried quinine 
and anaesthetics and applied the principles of asepsis. 
It was a relentless struggle against savagery, disease, and 
climate. Several medical men appear prominently in the 
story—F. R. Rand, the first private practitioner in this 
region; A. M. Fleming, who for thirty years played a 
leading part in the organization of the medical services ; 
Leander Starr Jameson, better remembered for political 
activities ; F. H. Ellis, first medical inspector of South 


African mines, and Godfrey Huggins (now Sir Godfrey 
and Prime Minister of Southern Rhodesia for almost 
twenty years), who introduced modern surgery to the 
country. The author describes the beginning of interest 
in the health of the African people in the mines and the 
reserve, the advent of public health and social welfare, 
the conquest of typhoid fever by sanitation, the combat- 
ing of malaria and trypanosomiasis (which latter disease 
did not appear until 1906), and Rhodesia’s share in the 
influenza pandemic in 1918. We get occasional glimpses 
of Rhodes in the earlier narrative, now sitting on a box 
in the Dominican Sisters’ hut in the first hospital at 
Umtali writing a cheque for hospital comforts and 
arranging for the replacement from England of the 
medical books they had lost in transit ; or again, after 
the memorial hospital at Bulawayo had been established, 
decreeing that 10% of the fruit from the trees at 
Government House should be given to the hospital in 
perpetuity. 

Crowning his great work in Africa, Rhodes then left 
by his will a large benefaction for the provision of 
scholarships tenable at Oxford for three’ years, 34 
scholars to come each year from various parts of the 
British Empire, and 32 from the United States. The 
value of each scholarship was £400 a year (with, at 
present, a special supplement of £100). Rhodes decreed 
that the scholars were to be chosen not for book-learning 
alone but for athletic capacity, force of character, and 
such qualities as sympathy and kindliness. 

It was by a kind of mischance that Edinburgh did not 
share in the benefaction. Rhodes had great admiration 
for the medical school there, at which many South 
Africans studied, but Edinburgh had no residential 
system. In making Oxford the host he urged it to try to 
extend its scope so as to make its medical school “ at 
least as good” as Edinburgh. It was another philan- 
thropist of vision, Lord Nuffield, nearly forty years jater, 
who supplied the means for fulfilling at Oxford the 
dream of Rhodes. 

Since 1902 there have been about 2,900 Rhodes 
‘scholars, of whom 2,500 are living. They have gone to 
every part of the globe. Education and law have claimed 
nearly half the total. Three Rhodes scholars are at 
present professors at Oxford, one of them Sir Howard 
Florey, professor of physiology, the only Rhodes scholar 
so far to gain the Nobel prize. In the academic world 
thirty-three scholars are presidents, vice-chancellors, or 
other heads of universities and colleges. In the legai 
world forty-four are or have been judges, and fifty-two 
hold the rank of Q.C. A dozen have held ministerial 
portfolios ; six have been ambassadors or ministers to 
other countries, and five have been High Commissioners. 
In medicine one of the most eminent of Rhodes scholars 
was the late Sir Hugh Cairns. On the other side of the 
Atlantic another neurological surgeon, Wilder Penfield, 
O.M., of Montreal, was Rhodes scholar at Oxford in 
1914-16 and 1919-20. About sixty of the American 
scholars are in medicine, including the dean of the Duke 
University Medical School and the medical director of 
the Mutual Life Insurance Company. The heads of 


1 Tropical Victory. An account of the influence of medicine on the history 
of Southern Rhodesia. By Michael Gelfand. Capetown and Johannesburg, 


Juta and Co. Ltd. Price in Southern Africa, 10s. 
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three of the greatest charitable foundations in America 
—the Rockefeller, the Carnegie, and the Guggenheim— 
are Rhodes scholars. American Rhodes scholars intend- 
ing to study medicine have not as a rule gone through the 
medical school at Oxford ; they have usually taken the 
honours school in physiology there and completed their 
training in some American medical school. The imagin- 
ative and ambitious scheme of the Rhodes Trust has 
assured a succession of men in all parts of the Common- 
wealth and in the United States who have widened their 
outlook at Oxford and set to work with ideals beyond 
their own personal advancement and imbued also with 
the importance of good understanding among English- 


speaking peoples. 
HANDLE WITH CARE 

In this issue two communications from the Ministry of 
Health discuss the problem of sensitization of nursing 
staffs to antibiotics, principally streptomycin and peni- 
cillin. The Ministry asked for reports on this subject 
from 70 local health authorities and 76 hospitals, of 
which 36 and 50 respectively. reported altogether 256 
cases of dermatitis among persons handling or admini- 
stering these drugs. On the basis of a small number 
of reports giving numbers of persons at risk, the inci- 
dence of sensitization was estimated to be 3.5%. It 
appears to be higher among those employed by local 
health authorities than among hospital workers. The 
Ministry advises certain measures to prevent the 
development of dermatitis in nurses preparing and 
administering solutions of streptomycin and penicillin. 
Since expulsion of air from a syringe containing one of 
these drugs releases a fine spray which may come in 
contact with the skin, the Ministry recommends that air 
should be expelled from the syringe with the needle still 
in the bottle from which the solution has been with- 
drawn ; and since the use of one needle for the withdrawal 
of the solution and another for injection into the patient 
may result in contamination of the hands of the opera- 
tor, it is recommended that the same needle be used both 


for withdrawal and injection. The syringe should be. 


well rinsed after use and the nurse should wash her 
hands immediately. 

As the nurse who is sensitized to antibiotics is not 
only handicapped in her profession but also may be 
endangered if she ever requires treatment for an acute 
infection, many may think these recommendations 
inadequate and that more emphatic rules for the 
preparation and administration of solutions of strepto- 
mycin and penicillin should be drawn up on the follow- 
ing lines. Before being asked to handle the drugs 
nurses should be questioned about any previous skin 
condition. When there is a history of dermatitis of 
possible allergic origin they should not be exposed to 
the risk of contact with either streptomycin or peni- 
cillin. In hospital it is usually possible to delegate the 
task of preparing and giving injections to one or two 
nurses in each ward and thus reduce the number of 
nurses' exposed to risk ; and solutions of streptomycin 
can be prepared in a central department such as the 
pharmacy, again reducing the number of operators 
exposed to risk. Those preparing or administering solu- 


tions of streptomycin or penicillin should observe the 
usual aseptic precautions, including the wearing of 
rubber gloves and a face mask. If gloves are not 
feasible, an “anti-wetting” barrier cream should be 
used. Syringes should be filled in the manner advised 
in the Ministry communication. After withdrawal of 
the needle the cap of the container should be wiped 
with a sterile swab to remove any trace of the drug. The 
syringe and needle should be well rinsed in running 
water immediately after use. In hospital two special 
trays should be provided, one tray containing equipment 
used exclusively for streptomycin and the other for 
penicillin. Solutions in use should be kept on the trays 
and not stored indiscriminately with other drugs. When 
the procedure is completed the operator must take 
particular care not to touch any part of the body until 
the gloved hands have been thoroughly washed or the 
gloves removed. This elementary precaution must be 
emphasized, as a nurse, having given an injection, may 
inadvertently touch her person—for instance, while 
removing her mask—with the unwashed gloved hands. 
Since the uniforms of most nurses now have short 
sleeves the use of a gown is probably desirable to pro- 


tect the arms, and this should if possible be discarded 


when the injections have been given. 


CARDIAC INFARCTION 

After the original description of angina pectoris by 
Heberden' at the close of the eighteenth century, the 
next milestone in the history of ischaemic heart disease 
was reached a century later with the clinical recognition 
of coronary thrombotic occlusion. Herrick? and later 
Parkinson and Bedford* described the symptoms of 
coronary thrombosis and cardiac infarction, providing 
a firm basis for the clinical diagnosis. As a result of 
further clinical and pathological studies‘ it became clear 
that cardiac infarction consequent upon reduced coron- 
ary blood flow, and not coronary occlusion itself, was 
probably responsible for the syndrome, and hence 
cardiac infarction was to be preferred as a clinical 
diagnostic term. Interest was then focused on a syn- 
drome intermediate between angina and cardiac infarc- 
tion, variously termed coronary failure’ or acute 
coronary insufficiency.* The duration of pain in coron- 
ary failure was commonly longer than that in angina 
pectoris, but persistent electrocardiographic changes, 
fever, leucocytosis, and an increased sedimentation rate, 
characteristic of cardiac infarction, were not found. 
The pain resulted from prolonged insufficiency of blood 
supply to the myocardium and consequent anoxia. 

The value of electrocardiography in the diagnosis of 
cardiac infarction was first recognized by Herrick and 
by Pardee.’ Later the introduction of unipolar chest 
and limb leads by Wilson® not only facilitated more 
accurate anatomical diagnosis of infarction® but shed 
further light on the pathology of coronary failure.!° 41 1? 
The electrocardiographic diagnosis of posterior cardiac 
infarction has proved difficult, even with the addition 
of the unipolar limb leads. The use of standard lead 
III on deep inspiration has recently been suggested?* as 
a helpful test in this respect. 
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Atypical or trivial symptoms may sometimes 
characterize cardiac infarction and hence cause the 
diagnosis to be missed initially. Dr. R. S. Stevens, in 
an article at p. 9 of this week’s Journal, analyses 250 
cases of cardiac infarction ; he draws attention to this 
group and stresses the variability of the signs and 
symptoms. It has long been recognized that cardiac 
infarction may occur without pain but with dyspnoea 
as the predominant symptom,'* * and some of Stevens’s 
reported cases were of this type. Stevens also describes 
patients having a worsening or crescendo history, with 
increasing severity of angina and progressive diminution 
of the distance traversed without pain. Such symptoms 
may sometimes portend cardiac infarction,* and serial 
electrocardiograms taken over this period may indicate 
that the initial symptoms were due to repeated attacks of 
coronary failure, antedating the final cardiac infarct by 
days, weeks, or even months.’* The early diagnosis of 
such cases is of particular importance in view of the 
possibility of preventing the impending infarction by 
rest and anticoagulant therapy.'* 

The correct place of anticoagulants in cardiac infarc- 
tion is as yet undecided. Gilchrist!’ and Wright et al.'* 


have strongly advocated their routine use, claiming that- 


they greatly lessen the mortality from cardiac infarction 
and diminish the number of thrombo-embolic complica- 
tions. But Russek et al.?® believe that the small benefit 
likely to accrue from their routine use is nullified by 
complications induced by the anticoagulants themselves 
and that they should | <«eserved for more serious 
cases of cardiac infarction, when thrombo-embolism is 
especially likely to occur. Now Dr. H. E. S. Pearson 
reports, at p. 4 of this week’s Journal, a large series of 
over 500 cases, in about three-quarters of which he used 
anticoagulant therapy. These showed a relative freedom 
from thrombo-embolism with “an important effect on 
mortality.” He found the therapeutic risk of haemor- 
rhage low, but emphasizes the importance of team-work 
and long practice on the part of the hospital in attaining 
this result. 

The grave import of shock in cardiac infarction is 
widely recognized, but there is still disagreement about 
the best methods of combating it. General measures, 
which include the skilful use of morphine, are essential, 
while Pearson found benefit, in cases with a steadily 
falling blood pressure, from intravenous?® and some- 
times intra-arterial transfusions. Sympathetico-mimetic 
drugs were on the whole avoided. In an analysis of the 
arrhythmias accompanying cardiac infarction in his 
series, Pearson especially emphasizes the possibly serious 


1 Commentaries on the history and cure o diseases, London: T. Payne, 1802. 
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significance of multiple ectopic beats, and notes that 18 
of the 78 patients showing this arrhythmia died suddenly 
and unexpectedly. Ventricular fibrillation was demon- 
strated in only one, but was the presumed mode of death 
in the rest. He draws attention to the need for abolish- 
ing ectopic beats with quinidine or intravenous iceman 
in the hope of averting death. 


THE DOCTOR IN THE WITNESS-BOX 

We print in our opening pages this week Viscount 
Simon’s Cavendish Lecture to the West London Medico- 
Chirurgical Society on a subject of perennial interest to 
doctors. Lord Simon observes that “ the doctor in the 
witness-box, in giving his opinion, is in a quite special 
sense the instrument of justice.” He bears a heavy 
responsibility, and the law, as Lord Simon points out, 
allows the doctor to express a medical opinion, because 
neither judge nor jury is qualified to draw conclusions 
from medical facts. If there is a conflict of medical 
opinion, then the tribunal will have to decide which 
opinion it will accept as a basis for its verdict. Medicine 
being an inexact science, opinion is bound to vary on a 
wide variety of cases, especially in cases of alleged 
insanity in relation to responsibility for a criminal act. 
At times medical witnesses have even gone so far as 
to say that after a certain accident such and such a 
clinical sign must have been present, even though they 
had no opportunity to examine the patient. Lord Simon 
reminds us that a Court may be more impressed with a 
doctor’s opinion “if it is advanced without undue 
insistence,” observing that “the best medical witnesses 
I have known are not always the most dogmatic.” In 
a most clear statement on the M‘Naghten Rules he 
points out that they are related solely to criminal . 
responsibility, and that according to the law a person 
though of unsound mind is criminally responsible if he 
knows the nature of his act and knows that it is legally 
wrong. Conflicting medical opinion in the witness-box 
often perplexes the public and at times worries the 
medical profession. especially in cases of accident and 
alleged negligence. The legal and the medical profes- 
sions seem to be satisfied that the best way of arriving at 
the truth of a case is for the legal tribunal to hear in open 
court expert medical witnesses for both the prosecu- 
tion and the defence. Yet doubts have been expressed 
on this, and perhaps none so forcibly as that put for- 
ward! recently by Judge Elijah Adlow, on the basis of 
twenty-five years’ experience in the Municipal Court of 
Boston, Massachusetts. He gives some startling examples 
of American cases: a New York jury awarded a man 
100,600 dollars damages because an accident in a lift 
was held to change him “from a happy, home-loving 
father to. . . a brooding crank.” Another jury decided 
that a death from cancer was caused by “ the presence 
of a foreign substance in a cookie the deceased had eaten 
several years before.” Judge Adlow has many caustic 
things to say about certain practices in his own country, 
and comes to this forcible conclusion : “ The idea that 
a judge or a jury can make a decision that is intelligent 
on the basis of conflicting medical testimony is pre- 
posterous.” 


1 The Atlantic Monthly, May, 1953, p. 44. 
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REFRESHER COURSE FOR GENERAL PRACTITIONERS 
PYELITIS IN CHILDREN 


A. V. NEALE, M.D., F.R.C.P., D.P.H. 
Professor of Child Health, University of Bristol 


“ Pyelitis”’ implies inflammation of the pelvis of the 
kidney. The term is conventional, for it is unlikely 
that infection will be exactly restricted to a single part 
of a mucous membrane continuous from the terminal 
collecting tubules to the urethra. It is this anatomical 
continuity of the renal pelvis and the renal substance 
which makes pyelonephritis such an outstanding danger 
in many cases of pyelitis. 

“Chills” and debilitating disorders, including poor 
nutritional states, may so undermine a child’s health 
that bacterial pyelitis may occur as a dramatic clinical 
event. The common infecting agent, Bact. coli, is 
usually innocuous so long as it is confined to the ali- 
mentary tract, and the clinical syndrome of acute pye- 
litis is generally a manifestation of its haematogenous 
dissemination. In addition, unhygienic conditions of 
the perineum and the genital areas in children, parti- 
cularly in girls, can lead directly to an ascending urethro- 
vesical infection, with immediate or ultimate ascent to 
the uretero-pelvic mucosa. 

In health, the ureters are able to eject their contents 
into the bladder, even against gravity, and any decline 
in their peristaltic activity may be an important contri- 
butory factor in the onset or prolongation of renal-tract 
sepsis; free urinary drainage usually ensures a self- 
limiting and clinically short infection. It may therefore 
be an advantage in pyelitis to support a child in bed 
in order to assist the urinary flow. Obstruction may 
arise as a direct result of some congenital abnormality 
in the urinary tract, or from a pelvic swelling, or there 
may be dysfunction due to a neurological lesion. Acute 
and chronic urinary infection is much more frequent 
in children with congenital anomalies or neurogenic 
stasis in the urinary tract. 


Pyelitis in Infancy 


Urinary infection probably has its greatest incidence in 
the first two years of life and is often part of a general in- 
fection in which Bact. coli or Staphylococcus aureus may 
be incriminated. The origin of the infection may be in the 
upper respiratory or the gastro-intestinal tract. Pyelitis may 
complicate gastro-enteritis, otitis media, or pink disease. 
Diagnosis may be difficult, and the course may be rapidly 
downhill in this early age group. Irregular fever, apathy, 
and limpness, with occasional twitching or even a convul- 
sion, may occur in acute pyelitis. The bacteriaemia which 
is often present in the early stages explains the general dis- 
turbance. An ill-looking, pale, and restless baby, with 
inexplicable vomiting, refusal of feeds, and a high tempera- 
ture, or the fat infant who is feverish and flushed, restless 
and whimpering, and possibly with some meningismus, 
should arouse suspicion of pyelitis. Certain metabolic dis- 
orders in the first year of life, such as “ renal acidosis,” may 
present as pyelitis with episodes of fever and variable 
marasmus. 

With infants some ingenuity may be required to collect 
a specimen of urine. Catheterization should be avoided 
if possible. Potting the baby at intervals, preferably for a 
few minutes just before or just after a feed, is often success- 
ful. Attachment of a test-tube to the penis is a practical 


method without difficulty so long as there is sufficient space 
around the-penis for air to leave the tube. A female infant . 


can be placed on a shallow receptacle enclosed within a 
napkin, or a “ clean specimen” may be collected by placing 
the baby on two small warm sandbags with a shallow dish 
between. An opalescent acid urine is strongly suspicious, 
and a drop under the microscope will show the pus cells in 
even suspension. Large clumps of pus cells suggest a more 
intense renal-tract infection ; casts and red blood cells point 
to pyelonephritis. 


Treatment of Infants 


Treatment may be a matter of urgency: skilful nursing 

and the arrest of dehydration will be required. In the 
simple case the infant will drink well and thus ensure a 
good renal flow. The nursing needs are peace and quiet- 
ness, warmth, and a comfortable slightly raised position in 
bed. 
Usually the infection is due to Bact. coli, although in 
one series nearly half the cases were caused by Staph. 
aureus or streptococci. The drug of choice is a sulphon- 
amide such as sulphadimidine ; its use in the acute stage is 
cemmonly followed by quick success provided there is no 
obstruction. Naturally in babies the possibility of renal 
complications due to the sulphonamide itself must be borne 
in mind. Provided the supply of fluid is adequate a simple 
scheme of treatment can be followed: an initial dose of 
0.5 g. is followed by 0.25 g. eight-hourly for infants aged 
1 to 3 months, 0.25 g. six-hourly for those aged 3 months 
to 2 years, or 0.5 g. six-hourly for those 2 years or older. 
As the concentration of sulphonamide in the urine may be 
100 times that in the plasma, these doses will normally pro- 
duce a potent antibacterial effect. If the urine is kept 
neutral or slightly alkaline the sulphonamide is rendered 
more soluble in the urine. This is best achieved by prescrib- 
ing a mixture of sodium bicarbonate and potassium citrate 
in equal parts, 5 to 10 gr. (0.32 to 0.65 g.) according to age, 
with each dose of the sulphonamide. Care must be taken 
not to disturb the sodium and potassium balance by giving 
too much potassium citrate, especially if there is severe 
oliguria or any suspicion of renal failure. It should be 
noted that orange juice and milk contain appreciable 
amounts of potassium salts. The ingestion of plenty of 
glucose or other easily assimilable carbohydrate is helpful 
during the oliguric phase. 

As an alternative it may be useful to give a preparation 
such as “sulphatriad,” which contains sulphadiazine, 
sulphathiazole, and sulphamerazine. This may ensure a 
minimum risk of irritative haematuria and crystalluria or 
renal tubular sensitivity, whilst at the same time the bacterio- 
static effects of the sulphonamides in the mixture are 
additive. 

In every case it is desirable to identify the causative 
organism and to test its sensitivity to sulphonamides and 
antibiotics, This is not a difficult matter nowadays, and the 
information may be very valuable in deciding upon the 
duration of treatment or when persistence of the infection 
or a recurrence may call for special selection in attack. 
Such tests may indicate the appropriate use of penicillin, 
streptomycin, or chloramphenicol for periods of up to 
seven days. 

Infants are often slow in recovering from pyelitis. 
Natural resistance at this age is low, and there is a notable 
absence of inherited antibodies against coliform bacilli in 
the neonatal period. Sulphonamide treatment should be 
continued for ten to fourteen days. At the same time every 
effort should be made to restore the patient to a first-class 
state of nutrition and to raise the haemoglobin level to 
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normal. Oral feeding with milk mixtures should be con- 
tinued or recommenced as early as possible. Milk proteins 
are necessary to protect parenchymatous tissues, especially 
liver cells, against secondary toxic and fatty changes and 
also to reverse as quickly as possible the rapid nitrogen 
depletion of the febrile infected infant. In protracted 
urinary infections with anaemia a small transfusion of fresh 
blood is specially valuable ; the response to oral iron may 
be delayed until after every vestige of infection has been 
eliminated. Debility before, during, and after acute urinary 
infection may be associated with severe constipation, and 
the avoidance of faecal impaction may be important. 

It is most important in these infants to be always on the 
watch for an unsuspected involvement of renal parenchyma, 
the “ pyelitis,” in fact, being quite often associated with an 
interstitial suppurative pyelonephritis. Deepening tox- 
aemia, drowsiness, oliguria or even anuria, uraemic acidotic 
respiratory changes, persistent vomiting, anaemia, and pos- 
sibly some facial oedema, together with a considerable 
increase in albuminuria, with red cells and casts and clumps 
of pus cells, are clear indications of the development of 
pyelonephritis. The passage of tubular and pus casts may 
be intermittent. 

In such a case it is urgent to determine the causative 
organism and whether it has become drug fast. No time 
should be lost in intensifying the attack on the bacterial 
agent. Streptomycin, 10 to 20 mg. per Ib. (25 to 45 mg. per 
kg.) daily intramuscularly, in two or three divided doses for 
five days may prove a life-saving measure in these circum- 
stances. Chloramphenicol in oral dosage up to 50 mg. per 
lb. (120 mg. per kg.) daily divided into six-hourly doses for 
five to seven days may be used similarly. In infections by 
sensitive organisms a single daily dose of 500,000 units of 
crystalline penicillin may, under such conditions, maintain 
an adequate blood level. 


‘Acute Pyelitis in Childhood 


Acute pyelitis is commoner in girls than in boys, and, 
although this is probably owing to an increased incidence of 
ascending infections in girls, haematogenous infection is 
probably the usual route in both sexes. As in infants, 
there is always the possibility of pyelonephritis or relapse 
owing to the same underlying factors. Infection of con- 
genital forms of hydronephrosis is quite frequent. 

Toxaemia, with sweating and renal pain, may suggest the 
diagnosis. The renal symptoms are sometimes bizarre. 
There may be generalized upper abdominal or referred 
epigastric pain, with reflex vomiting. Sometimes severe 
attacks of pain, of sudden onset and almost equally sudden 
relief, occur irregularly. At the onset there may be a tem- 
porary profuse haematuria. In older children the symptoms 
are usually more clearly defined and approximate to the 
adult picture. There may be high pyrexia and rigors, and 
the excretion of a highly acid urine, with variable oliguria 
or simple frequency and some dysuria, which may precede 
the appearance of pyuria by a day or so. The bacterial 
agent is commonly Bact. coli, but in the relapsing forms 
other bacteria, such as Proteus, Streptococcus faecalis, 
Pseudomonas pyocyanea, or staphylococci, may become 
dominant at one time or another. 

The typical acute Bact. coli infection, in the absence of any 
urinary-tract obstruction, may subside quite quickly follow- 
ing the simplest of procedures—rest in bed, warmth, and 
copious fruit-juice drinks. The former classical treatment 
of rapid alkalinization of the urine is best achieved by 
the cheap and simple method of giving sodium bicarbonate, 
20 gr. (1.3 g.) two-hourly, until the urine is strongly alkaline 
to litmus, when the reaction can be maintained by small 
doses of potassium citrate and sodium bicarbonate given 
together. Overloading with potassium salts in the stage 
of oliguria in the acute infection should be avoided. Colon 
bacilli are adaptable to wide ranges of urine reaction, so 
that, although the alkalinization aids in the antibacterial 
treatment and may conspicuously relieve the dysuria, cure 
does not always result. 


Despite the frequent success of these simple procedures, 
sulphonamides have now gained a reputation for shortening 


urinary infections of this type. But if sulphonamides are 


used they must be given in adequate doses, otherwise drug 
resistance may develop. The particular value of sulpha- 
dimidine has already been mentioned. Sulphacetamide is 
soluble in physiologically acid urine, and low plasma levels 
are consistent with a high urinary content. Sulphadiazine, 
a popular preparation, is rapidly cleared from the blood, 
but, as with sulphathiazole, there may be some extra risk 
of crystalluria. If sulphamerazine is used its dosage must 
be carefully regulated, because excess intake may cause 


masses of clumped crystals and epithelial debris in the- 


bladder, and occasionally urethral impaction has occurred. 
An average dose of one of these sulphonamides is 0.5 g. 
six-hourly at 2 to 5 years, increasing to 1 g. at 10 years of 
age, preferably for not more than five days. An_initial or 
loading dose of double these amounts shculd be given. In 
heavily infected cases one of the triple mixtures of sulpha- 
merazine, sulphadiazine, and sulphathiazole or sulpha- 
cetamide may be used. Polymyxin has been found to be 
effective in some infections due to Gram-negative bacilli, 
especially Ps. pyocyanea. It is given intramuscularly in 
doses of about 10,000 units per kg. of body weight four- 
hourly for five days or longer. 

Acute pyelitis is sometimes an index of poor general 
health, and a reasonable period of convalescence should be 
encouraged after the urinary symptoms have cleared. Also, 
if only bacteriostasis has been achieved, there may be a 
flare-up of active infection. A child quickly feels better 
after treatment and a false sense of security may lead to 
laxity in the supervision. At least two weeks’ rest in bed 
should be insisted upon. 

Complications 

Fever is sometimes persistent, or irregular sudden bouts 
of high temperatures may be alarming, especially in an 
infant. Twitchings or convulsions due to cerebral irrita- 
bility under conditions of the acute infective toxaemia may 
occur, and marked meningism may be added to the picture. 
If the anterior fontanelle is open and bulging, secondary 
meningitis should be excluded by lumbar puncture. 
Diarrhoea and/or vomiting may appear at any time during 
acute urinary infection, and special care must be given to 
fluid requirements in order to avoid the consequential 
troubles of dehydration oliguria. Oral sepsis, including 
thrush infection, may quickly supervene when the general 
care and oral hygiene are inadequate. An enlarging liver, 
with possibly a tinge of jaundice, indicates a selective toxic 
fatty swelling of the liver and is more apt to occur when 
fluid and glucose intake has been inadequate, or it may add 
to the dangerous clinical position obtained in the suppres- 
sion of urine. Haematuria occurring at the onset or during 
the course of the infection may be alarming, but a single 
short bout of blood-stained urine is not of serious signifi- 
cance. However, sulphonamide haematuria must be sus- 
pected and the urine examined for crystalline material. 
Rapid worsening in the clinical state, with severe oliguria 
and haematuria coupled with increased fever, should cause 
suspicion of intrarenal spread of the infection. 

Pyelonephritis and uraemia may supervene or hyper- 
tension may develop. If there is severe increasing toxaemia 
“ persistent acute pyelitis”’ may, in fact, prove to be diffuse 
intrarenal suppuration or possibly a massive renal carbuncle, 
and these possibilities would specially be suggested by the 
presence of a heavy load of Staph. aureus in the urine. 
Perinephric abscess may eventually develop as a direct ex- 
tension from a subcapsular pyogenic focus, and thus add to, 
the confusing general and local symptoms and signs. 

In infants under 6 months of age Bact. coli meningitis 
may develop. In staphylococcal urinary infection possible 
haematogenous dissemination to bones or pericardium must 
be kept ‘in mind. In ali or any of these complications 
anaemia may be quite evident, indicating the relative sensi- 
tivity of the haemopoietic tissues and the circulating blood 
to toxic infective states, especially in the infant. Lack of 
sleep may cause the child much distress and add to the 
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burden of dysuria. Local infection may reveal secondary 
balanitis or, in a girl, an irritative inflammatory acute 
urethrocele. 
Relapses 

Relapsing, resistant, or persistent pyuria in childhood must 
be regarded as a serious matter until proved otherwise. A 
thorough investigation is essential. Too often in the past 
“recurrent pyelitis” has been treated with courses of 
alkalis, ketogenic diets, mandelic acid, or, more recently, 
with sulphonamides and antibiotics with variable temporary 
or symptomatic relief. Congenital abnormality in the 
urinary tract is common and a superimposed infection may 
be most difficult or impossible to eradicate. Neuromuscular 


disorders are by no means rare. The anatomical structure 


of the tract must be studied by pyelography. Deformity 
of pelves or ureters may be seen, or evidence obtained of 
spasm or congenital stricture at the pelvi-ureteral junction, 
at the uretero-vesical entrance, or at the bladder neck itself. 
Mega-ureter, diverticulum, or even a horseshoe kidney may 
be detected. Sometimes an unsuspected calculus is revealed. 
It is a serious clinical mistake to overlook any of these 
conditions, and perhaps most particularly the “ bladder 


_ neck ” syndrome which is so amenable to treatment. Delay 


in these cases is dangerous. 


Prognosis 

Many acute urinary infections in early life clear up 
quickly and completely. General ill-health or undernutrition 
May accompany simple recurrences. However, chronic 
urinary infection may be discovered only when an acute 
episode of pyelitis sets in. Similarly a period of enuresis 
or a single attack of apparent renal colic may bring to light 
the true problem. Occasionally, and unexpectedly, a sizable 
calculus is seen radiologically. Children who have so- 
called cyclical vomiting, accompanied perhaps by vague 
abdominal disorder and periodic pyrexia, should be exam- 
ined carefully for concurrent upper urinary infection. The 
insidious development of a pyonephrosis in a child who has 
complained periodically only of feeling feverish and of lack 
of appetite may come as a clinical surprise. A clinically 
benign non-tuberculous infection with variable pyuria and 
adequate renal function may persist for many years, but 
there are inherent dangers of acute spreading disease with 
fulminating unilateral or bilateral pyelonephritis. It is note- 
worthy that chronic pyelonephritis accounts for a large 
proportion of patients who develop progressive renal failure. 
In “chronic pyelitis” an anatomical diagnosis must be 
sought, and ultimate disaster averted if possible. 

Owing to the efficacy of modern urinary antiseptics a 
child’s recovery from a urinary infection, even without 
recurrence for several months, does not preclude the pres- 
ence of some obstructive lesions. Much of the anatomical 
damage in the renal tracts observed in later childhood might 


‘be avoided by thorough treatment in infancy. The story 


may be continued in the adult with persistent pyelitis in 
whom there is a history of “ pyelitis” in childhood ; cure 
may have been too readily assumed during a long asympto- 
matic period, while a latent pyelonephritic renal sclerosis, 
perhaps unilateral, has become the essential background 
of established hypertensive cardiovascular disease. 

Behaviour problems can arise as a result of urinary symp- 
toms connected with persistent or recurrent infection, and 
this may be particularly so where matters concerned with 
the bladder-neck dysfunction are allowed to pass unde- 
tected. Nervous exhaustion in child and parents and worry 
over persistent enuresis are sometimes, regrettably, the reflec- 
tion of unsuspected causes. 


Next Refresher Course Article-—“ Leucorrhoea,” by Pro- 
fessor C. S. Russell. 


Refresher Course Book.—The first collection of articles of 
this series (fully revised) are available as a book containing 
55 chapters, price 25s. Copies may be obtained either direct 
from the Publishing Manager, B.M.A. House, Tavistock 
Square, London, W.C.1, or from your bookseller. 


THE TEACHING OF GENERAL PRACTICE 
BY GENERAL PRACTITIONERS 


REPORT OF THE UNDERGRADUATE EDUCATION 
COMMITTEE OF THE FOUNDATION COUNCIL OF 
THE COLLEGE OF GENERAL PRACTITIONERS 


There is a growing awareness throughout the profession 
of the need to teach medical students not only the 
science and basic principles of medicine but also certain 
important aspects of general practice. Some of this 
teaching can best be done by general practitioners them- 
selves; and it is now being widely appreciated that 
medical students have much to gain from special 
instruction in that branch of medicine which the great 
majority are destined to enter. 

This report (i) presents the case for the training .of 
undergraduate medical students in those aspects of 
general practice best taught by general practitioners ; 
(ii) examines critically the existing arrangements for 
this ; (iii) discusses ways in which these may be extended 
and co-ordinated by enlisting the co-operation of medi- 
cal schools and the help of established practitioners ; 
and (iv) makes recommendations. 


(i) The Need for Certain Aspects of General Practice 
to be Taught to Students by General Practitioners 


The doctor of a family should be a privileged friend, with 
wide experience and up-to-date knowledge, able year after 
year to co-ordinate the medical care of all its members. In 
an age of increasing specialization it is easy to forget that 
this overall and continuous responsibility for the care of 
patients is shouldered only by the general practitioner, who 
works under conditions very different from those in hospital, 
where he learned his medicine. His responsibility con- 
tinues even when specialized assistance is sought or when 
the patient is admitted to hospital. Whenever a patient 
brings a problem the doctor must feel that it is his duty to 
solve it himself, or to ask someone else to solve it for both 
of them, so that the patient is left with a lightened burden. 
General practice embraces a wide range of human relation- 
ships; and since health is intimately related to _work, 
happiness, and purpose in life, this problem may concern 
almost anything and anybody ; it may be medical or social 
or both. 

The student who chooses general practice requires instruc- 
tion in: (a) academic medical knowledge ; (b) the applica- 
tion of this knowledge to conditions outside hospital ; and 
(c) the doctor-patient relationship. ; 

A hundred years ago the young medical apprentice 
attached himself to an older doctor and was taught the 
doctor-patient relationship before going to hospital to learn 
medicine and returning to practice to apply his knowledge. 
This system may have had faults, but hospital consultants 
in those days were in close touch with general practice ; 
many of them had been for a long time in general practice, 
some were still working as part-time practitioners, others 
were meeting practitioners frequently in consultation. Even 
in hospital, students at that time were taught the “ feel” of 
general practice. This liaison between medical schools and 
general practitioners is now in danger of being lost. 

Since the abandonment of the apprenticeship system and 
dispensary teaching, with their influences of example and 
personal contact with family doctors, medical undergraduate 
education has taken place almost entirely in medical schools 
and hospitals. No one doubts that general practice must be 
built on the same foundation as any other branch of 
medicine, and that all students must undergo a scientific 
training; but we believe that nowadays the balance is 
wrong. In hospitals, students now learn the science and 
principles of medicine without enough emphasis on their 
application in general practice, so that they remain unaware 
of the true nature of general practice and of the essential 
difference between the care of patients in hospital and in 
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home surroundings: one of their greatest needs is thus left 
unsatisfied. In general practice, family doctors are so much 
engrossed with day-to-day detail that they may soon find 
themselves out of touch with modern medicine. When this 
balance has been redressed, by teaching students more 
about general practice and by persuading practitioners to 
keep themselves more up-to-date, the standard of general 
practice will be greatly improved. 


(ii) Present Arrangements for the Teaching of General 


Practice 
By Specialists 


The medical student is now taught almost entirely by 
members of hospital staffs who are specialists and who, 
to-day, may have had little personal experience of family 
doctoring ; some of them do not even see patients in their 
homes in consultation with general practitioners. It cannot 
be expected that such men and women can now stimulate in 
their students as much interest in general practice as did 
their predecessors. Many medical students qualify to-day 
without having seen or spoken to a general practitioner. 
Some students, who might be happiest in general practice 
and be a powerful influence in raising its standard, deliber- 
ately avoideit, being unaware of the opportunities for good 
and satisfying work which it offers. The President of the 
Royal College of Physicians’ said recently : “ ... unless we 
know what should be the future work of the general practi- 
tioner we are in no position to educate students for general 
practice.... The education of the medical student must be 
related to the functions which the general practitioner has to 
perform in modern medicine. . . . Undergraduate medical 
education needs to be the subject of more conscious plan- 
ning than it has received, or, at any rate, acted upon; it 
should be designed first to educate the student in the general 
principles of medicine, and then to teach him their practical 
applications in the work which he will have to do as a 
general practitioner.” 

A change of heart is needed in the medical schools. 
Specialists should become more interested in, and familiar 
with, the scope and management of general practice ; and 
they should invite practitioners to help them in the teaching 
of their students. The General Practice Review Committee 
of the British Medical Association’? unanimously agreed that 
there was a need to teach more about general practice in 
medical schools. At present, newly qualified doctors who 
are well equipped with a knowledge of the essential principles 
of medicine, surgery, and midwifery find themselves unin- 
structed in the application of these to general practice. It is 
this lack of information, and a misunderstanding of the true 
nature of general practice, which have led to so much 
frustration among newly qualified men and women when 
they leave their hospitals to become family doctors. Hos- 
pital practice and family practice are complementary to 
each other: the attitudes of mind required in hospital prac- 
tice on the one hand, and in general practice on the other, 
are different ; and both must receive appropriate emphasis 
during the basic medical training. 

There is now a need, more pressing than at any time in 
our medical history, to develop the techniques of team-work 
and collaboration between general practitioners and other 
members of the profession. When all students, whether 
destined to enter family practice or not, are taught some- 
thing more of the good general practitioner’s point of view 
and of his methods, they will more accurately appreciate 
the nature and significance of his work. Those who join 
him will then do so gladly ; and the remainder, in whatever 
branch of medicine their future lies, will be encouraged to 
live and to work alongside their general-practitioner col- 
leagues in a spirit of greater sympathy and understanding. 

We believe that the time has come for medical schools 
and general practitioners to combine, in this mutual under- 
standing, over the training of family doctors. Both should 
recognize their responsibility for the quality of general 
practice in this country. We know that the standard of 
general practice throughout Britain is not yet as good as 


the profession would like. Determination and a strong 
character are necessary to practise medicine under poor con- 
ditions in which good students too easily turn into bad 
doctors through lack of a standard to guide them; early 
rebellion against bad conditions can quickly soften into 
acquiescence. The Collings Report’ has drawn attention to 
types of family practice of which we are rightly ashamed, 
and it is the duty of every medical school to aim at produc- 
ing better and still better general practitioners. “ The main 
strength of the profession lies in the confidence of ordinary 
folk in the doctor’s surgery.”* Medical schools select their 
pupils, and also play a large part in the planning of the 
medical curriculum. It is logical, therefore, that they should 
from time to time take stock of the results of their teaching, 
and examine carefully recommendations made by general 
practitioners for improving the training of medical students. 


By General Practitioners 


In February, 1953, the College of General Practitioners 
sent a questionary to the deans of the undergraduate medical 
schools in Great Britain and Ireland. The replies, analysed 
below, show that nearly all of these twenty-eight medi- 


Students Visiting sa Schools 
Practitioners | Planning 
School 25/5 _| % of | No. of Length 5 | practi- 
Stu- | Practi- | _tioner 
dents} tioners | Course 8 Teaching 
London: 
St. Bartholomew’s 
Charing Cross .. 100 40 3 weeks 
St. George’s  .. | + 
Guy’s .. + + 
King’s College . . 100 30 1 day + 
London . . ve Informal + 
St. Mary’s on eae 30 12 1 week 
Middlesex + 
Royal Free + + 
St. Thomas’s + 
30 13 1 week 
Westminster .. 65 6 2 evenings! 
Provinces: 
Birmingham .. 75 50 2 weeks 
Bristol .. Informal + 
Durham Pa + 
Leeds... 
Liverpool + 
Manchester .. | +] + + 
xford .. + 
Sheffield. . ~ 75 26 2 weeks 
Scotland: 
Aberdeen a 65 37 4 weeks + 
Dundee + 
Edinburgh +/B 
Glasgow Informal + 
Wales: 
100 it 1 day 
North Ireland: 
Queen’s Univer- 
sity, Belfast .. | + 6 For ob-| + 
stetrics 
Trinity College, 
Univ Coll 
niv. 
Dublin 
A For 16 years 


B In association with the School of Medicine, a dispensary for the treatment 
of the sick poor in their own homes was established in Edinburgh in 1776. 
From its inception, medical students have participated in the work of this 
dispensary, and this yy instruction was a required part of the student’s 
training until 1948. In 1948 the University of Edinburgh became responsible 
for the conduct of a teaching general practice. This practice is conducted 
by general practitioners, who have been given full-time appointments in the 
medical faculty. 


cal schools already provide, or intend soon to provide, 
some opportunity for the teaching of medical students 
by general practitioners. This analysis has been seen 
and confirmed by the deans of these medical schools ; and 
we thank them for putting their data and experience at our 
disposal. 


(iii) Discussion on the Possible Extension and 


Co-ordination of these Arrangements 


We believe that every medical school should make a 
thorough study of these different schemes, and co-opt general 
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practitioners to its staff to teach students certain important 
aspects of general practice. 

We call on all those practitioners who feel that they have 
something of .value to pass on to place their knowledge at 
the disposal of the younger generation by notifying the dean 
of the nearest medical school or their own medical school 
of their willingness to help students in one of the ways out- 
lined below. We believe that there are many general practi- 
tioners who, having had to learn the hard way, will be will- 
ing to do everything in their power to help younger men 
avoid the difficulties they themselves encountered in their 
early days. 

To those who argue that general practitioners are not 
good instructors, and that the curriculum is already full, we 
would answer: Many practitioners are known to be 
capable of teaching, and of teaching well; but medical 
schools tend to lose touch with them. The curriculum has 
been “ full” for the last fifty years, without preventing the 
inclusion of clinical pathology and many other subjects in 
the teaching programme. It has been shown again and 
again that the curriculum can be adjusted to the needs of 
the student so long as these needs, and their relative 
importance, are properly appreciated. 

The British Medical Association report on “ General 
Practice and the Training of the General Practitioner ”* 
pointed out, in discussing this instruction during the post- 
graduate year: 

“ There are, however, many aspects of general practice which 
lend themselves to deliberate instruction. For example, the entrant 
can be taught how to apply the knowledge acquired in his teach- 
ing hospital to the early diagnosis of acute and serious diseases 
and the recognition and management of the common and simple 


ailments found in general practice; he can be shown how to- 


organize his work and time, and how to use diagnostic and other 
ancillary services provided by the authorities. 
receive a practical introduction to the branch of medicine in 
which he intends to practise.” 


The training we all have in mind is not merely voca- 
tional: we believe that an insight into the nature of: general 
practice, and some first-hand experience of it, form an essen- 
tial part of the basic training of all doctors, whatever their 
future may be. It is as important for consultants and 
specialists to know something of the content and atmo- 
sphere of general practice as it is for family doctors to 
have some knowledge of the different specialties. 

Instructioi. by general practitioners can take place in a 
health centre or in a dispensary run by a medical school, or 
it can be organized jointly by a medical school and local 
general practitioners. The best time may be at the begin- 
ning of the final year ; but it is being increasingly realized 
that the education of the general practitioner needs to be a 
continuous process extending throughout the clinical curri- 
culum, and that encouragement to enter general practice 
should not be left too late lest students become biased 
against it. 

The following subjects are examples of those which are 
already included in lectures on general practice, some given 
before qualification, others later: 

1. Common ailments met with in general practice and seldom 
seen in hospital. 

2. The management of certain symptoms in general practice. 

3. Early diagnosis and diagnostic problems in general practice. 

4. Emergency treatment of medical and surgical casualties in 
general practice. 

5. The family doctor’s special responsibilities to the very young 
and very old. 

6. The management of the chronic and hopeless case at home. 
wn The evolution, present position, and future of general prac- 

8. The nature and scope of different types of general practice. 

9. The family doctor/patient relationship. 

10. The personal requirements of a good general practitioner. 

11. Entry into and setting up in general practice. 

12. Equipment needed by a practitioner (in his consulting-room, 
his bag, his car, and his dispensary). 


He can, in short, 


13. The organization of a surgery and of the doctor’s round. 

14. Assistantships, partnerships, and finance. 

15. Forms and certificates. 

16. Medical ethics and legal responsibilities in general practice. 

17. Health education and the general practitioner’s aspect of 
preventive medicine. 

Lecturers should be, or should recently have been, in 
active general practice ; for only then can they speak with 
authority and answer the many questions which follow such 
lectures. Preferably there should be several lecturers to 
cover a wide range of experience. In the autumn the Col- 
lege of General Practitioners will arrange a series of these 
lectures in London at the Society of Apothecaries, and the 
deans of medical schools have agreed to exhibit notices of 
them. 

But lectures are not enough. Lectures alone would be as 
unreal as anatomy taught without dissections or naval war- 
fare without going to sea. We urge most strongly that more 
students should visit practitioners in their homes, in their 
surgeries, or on their rounds, and spend a few days with 
them. Fourteen of the twenty-eight medical schools already 
arrange such visits. We believe that this number could with 
advantage be increased, so that every medical student could 
spend at least a week with a general practitiqner at some 
time during his training. This will give young practitioners 
a yardstick by which to measure all subsequent experience ; 
in later years, either they will be proud of having done 
better than this first impression or they will know that 
they still have something to achieve. 

Where it is found that this training cannot yet be included 
in the curriculum, the College of General Practitioners 
(with its foundation membership already over 2,000) will 
endeavour through its regional faculties to provide some of 
these teaching facilities for students, on a voluntary basis, 
by agreement with the deans of the medical schools 


concerned. 
(iv) Recommendations 

(i) All medical students should be given an insight into 
general practice by general practitioners. 

(ii) Medical schools should co-opt general practitioners to 
advise and take part in the teaching of students. 

(iii) General practitioners who wish to co-operate should 
notify the dean of a medical school or the College of 
General Practitioners. 

G. O. BARBER (Essex). 
Chairman of Committee. 
G. F. ABERCROMBIE (London). Ex officio; 
chairman of Foundation Council. 

J. H. Hunt (London). Ex officio; 

honorary secretary, Foundation Council 
E. M. Dimockx (Hertfordshire). Co-opted. 
W. V. HoweLts (Glamorganshire). 
J. G. OLLERENSHAW (Yorkshire). 
RicHarRD Scotr (Edinburgh). 


The Undergraduate Education Committee of the Foundation 
. 
June 17, 1953. 
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The second annual general meeting of the British Epilepsy 
Association took place in London on June 30, the principal 
speaker being Sir Charles Symonds, K.B.E., C.B. The 
association has offered its services to local authorities in 
connexion with the welfare of epileptics. Educational 
courses have been made available to those interested in 
epilepsy, and the advisory department has dealt with an 
ever-increasing number of inquiries, particularly from 
almoners and psychiatric social wérkers. One of the aims 
of the association is a settlement for epileptics and their 
families, built on the lines of Papworth. 
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SENSITIZATION OF NURSES TO ANTIBIOTICS 


SENSITIZATION OF NURSING STAFFS TO 
ANTIBIOTICS 


A REPORT FROM THE MINISTRY OF HEALTH 


Early in 1953 reports were received that nurses who gave 
considerable numbers of injections of streptomycin were 
becoming sensitized to this drug and that the numbers 
affected were causing anxiety in some areas. The Queen’s 
Institute of District Nursing had also drawn the Ministry’s 
attention to the matter some time earlier. It was agreed 
that, before issuing any guidance on technique or procedure, 
an attempt should be made to ascertain the seriousness and 
prevalence of sensitization. 

Letters were therefore sent by the Ministry’s principal 
medical officers to the medical officers of health of a 
number of local health authorities and to medical superin- 
tendents and chest physicians of certain sanatoria and 
hospitals known to treat cases of tuberculosis, inquiring 
whether sensitization to antibiotics had been reported among 
their nursing staffs, how many cases were known, and asking 
for any useful clinical and other details. All those ap- 
proached replied, and their full and helpful: information 
provided the material for this paper. 


Replies were received from -70 local health authorities 
(L.H.A.s) and 76 hospitals. Of these, 30 L.H.A.s and 20 
hospitals stated that no such sensitization had been en- 
countered, 36 and 50 respectively reported cases, and 4 and 
6 respectively either reported doubtful cases or said they 
had had cases without giving numbers or details. There 
was no evidence of any geographical concentration of cases, 
and often adjoining authorities reported widely differing 
experiences. It is of interest that several medical officers 
stated that at the time of receipt of the letter they had 
not heard of any cases, but that on inquiry they had dis- 
covered several. It seems likely, therefore, that there may 
be more cases unreported. 

The total number of cases reported was 144 from L.H.A.s 
and 112 from hospitals, a total of 256. Doubtful cases were 


- reported 7 times by L.H.A.s and 3 times by hospitals. 


Unfortunately the original letter did not ask for the popula- 
tion at risk, but 4 hospitals and 8 L.H.A.s gave these facts, 
and it seems preferable to calculate an incidence from this 
rather than to use the annual returns, which might include 
staff not actually at risk. The totals from the authorities 
and hospitals giving figures were : 

At Risk Cases Incidence” 


L.HAs.. .. 1,025 44 4.3% 
Hospitals .. & 1.8% 
Total .. 1,470 52 3.5% 


The antibiotics to which staff became sensitized were 
mentioned in 123 L.H.A. and 100 hospital cases : 


L&.A. Hospital 
Streptomycin oe .. 86cases 102 cases 
Chloramphenico — » 


In many cases sensitization was acquired to more than 
one antibiotic, and in addition sensitivity to “ dettol” was 
acquired by 9 district nurses, to strapping by one, and to 
“neptal”’ by one. No mention is made of sensitization of 
hospital nurses to other drugs. In every case the sensitivity 
took the form of a skin manifestation, though in several 
severe cases there was also angioneurotic oedema. The skin 
lesions were described as urticaria, eczema, dermatitis, 
erythema, etc. The sites affected were stated in 144 L.H.A. 
and 82 hospital cases, including doubtfuls. The frequency 
with which each site was reported, often in combination 
with others, is shown in the next column. It is notable that 
in practically every case the hands, arms, face, or eyes were 
one of the parts affected. 


MEDICAL JOURNAL 39 
L.H.A. Hospital 
Hands Pr a2 .. 107 57 
Scalp and ears re 3 _ 
Eyes or eyelids .. 22 
Conjunctivitis .. 14 4 
Body 4 1 
Lower limbs 3 1 
Generalized 2 


Practically every type of staff whose work could bring 
them in contact with an antibiotic were reported as having 
become sensitized. They included an obstetrician, a house- 
officer, a matron, a night sister, ward sisters, staff nurses, 
student nurses, and pharmacists on the hospital side, and, of 
course, district nurses and student nurses on the L.H.A. 
Both male and female cases were reported. The procedures 
quoted as causing sensitization included the giving of intra- 
muscular and intrathecal injections, preparing injections, dis- 
pensing, and also wet-sterilizing syringes, etc., used for injec- 
tions. Many different brands and types of antibiotics were 
quoted as causing trouble, including crystalline and oily 
penicillin and streptomycin calcium chloride. One chest 
physician suggested that dihydrostreptomycin was less likely 
to cause sensitization. 

In some cases sensitivity was acquired at the very first 
contact with the drug, but in many cases the antibiotic had 
been given with impunity for months and even years before 
sensitivity appeared ; the longest such period was 5 years. 
In several cases sensitivity was first acquired after some inci- 
dent in which the antibiotic was brought in contact with skin 
or eye ; for example, the breaking of a syringe, the leaking 
of a syringe-needle joint, the accidental spilling of the anti- 
biotic on the bare hands, or the squirting of a drop into the 
eye. In one case a nurse had previously received penicillin 
for boils and reacted the first time she gave a penicillin 
injection. The degree of sensitivity varied greatly. In some 
cases it was so slight that after a brief avoidance of the 
antibiotics and simple treatment the nurse was able to re- 
sume the giving of injections with no further precautions. 
Many other nurses were able to resume if they were careful 


to wear gloves and, in some cases, masks. But in many ~ 


cases the sensitivity was extreme and*the nurse was quite 
unable to administer the drugs, however stringent the pre- 
cautions. ‘ In some the sufferer was described as “ unable to 
go near a drug tray containing streptomycin,” “unable to 
go into a ward where streptomycin has recently been 
given,’ “unable to go near a patient who is receiving 
streptomycin.” In one case a sensitized nurse had a reaction 
on receiving streptomycin for pulmonary tuberculosis which 
she had contracted ; another who had been giving penicillin 
had a local reaction when she received it for an abscess. 

_ Many hospitals and L.H.A.s had already instituted pre- 
ventive measures. The following were mentioned: Careful 
technique without other precautions ; washing with copious 
running water; rubber gloves, washed before removal ; 
gloves and mask; gloves, mask, and gown; plastic eye- 
shields; goggles; barrier creams, especially “ innoxa” 
—also “ benadryl” cream and “ vaseline” ; placing a swab 
over the needle before expelling air; keeping the sterilizer 
shut until cool ; not preparing injections in a steamy atmo- 
sphere ; and having injections made up in the dispensary. 
Many state that nurses have become sensitized in spite of 
strict adherence to careful technique and the wearing of 
gloves, gowns, and masks. 

The treatment given has varied with the severity of the, 
reaction and the views of the medical staff. In mild cases 
simple symptomatic remedies have sufficed—calamine lotion, 
vaseline, etc. Antihistaminics have been extensively used 
both orally and locally, with success in some cases. X rays 
have also been successfully used. The position with regard 
to desensitization is confused. Some dermatologists state 
roundly that it is useless, while others claim to have desensi- 
tized nurses so successfully that they have been able to 
resume injections. 
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A very large proportion of these nurses, however, have 
become so sensitized that they are quite unable to have con- 
tact with the sensitizing agent. The phrase recurs in the 
reports: “has had to be moved to another ward,” “ has had 
to be found work not involving contact with ——” In 
many cases the note is merely “ left the hospital,” or “ left 
the service of this authority,” but in some cases it is speci- 
fically stated: “had to give up district nursing” or even 
“had to give up — 


Literature 

The literature has not been exhaustively surveyed, but 
there seem to be surprisingly few references to sensitization 
of professional staffs to antibiotics, Rauschwerger ef al. 
(1948) described six cases in nurses handling streptomycin, 
and this was commented on in an annotation (Lancet, 
1948). Dufour (1948) reported similar cases in five nurses, 
also involving streptomycin. Amsler (1951) quotes Bernard, 
Lotte, and Wolff as having reported cutaneous and ocular 
manifestations in 57 nurses out of 70 using streptomycin. 
Perrin H. Long (1950) mentions the possibility of sensitiza- 
tion to streptomycin in physicians, nurses, and pharmacists, 
but says nothing about penicillin. 

The first report in this country seems to bans been that of 
Crofton and Foreman (1948), who described streptomycin 
dermatitis in four nurses working at the Brompton Hospital. 
The first to inculpate penicillin were Davies and Warin 
(1953). They had five cases in a staff of 22 district nurses. 
The general problem was mentioned by Macaulay (1953) 
without any specific case reports. Since then the subject has 
been extensively aired in both the medical and lay press. 


Discussion 

It seems clear from these results that under present cir- 
cumstances something between 1 and 5% of nurses using 
antibiotics become sensitized to them. It also seems clear 
that individual susceptibility varies very greatly, though 
one chest physician expressed the view that almost anyone 
would become sensitized if he went on giving injections long 
enough. There is no very clear indication in these reports 
that previous allergic manifestations were common in those 
. becoming sensitized ; one nurse is said to be allergic to pri- 

mulas and another to have hay fever, but it is likely that in 
these brief reports such details were omitted. Certainly a 
severe degree of sensitization to one antibiotic is frequently 
associated with sensitization to others and also to dettol, 
though the milder degrees are more specific. Skin tests 
often show the range of sensitivity, though some found them 
unreliable. The fact that sensitization to streptomycin pre- 
dominated in the chest hospital, while penicillin was often 
involved on the district, merely reflects the differing require-. 
ments for these drugs. 

The clear predominance of the hands, arms, face, and 
eyes among the sites affected seems to indicate the impor- 
tance of local contact, at any rate at first ; and the general 
opinion of those replying is that the contact may be of two 
kinds : direct contact of the liquid or powder with the skin ; 
or contact with airborne particles, either droplets or dust. 
The first may occur in dispensing or preparing injections, by 
breaking or spilling, by handling contaminated swabs or 
syringes, and by contact with the patient’s skin. It should 
be entirely preventable by careful technique and by wearing 
gloves. The second may occur when air is expelled from 
the syringe, by handling powdered preparations, or possibly 
in the steam from sterilizers. Of these, the expulsion of air 
from the syringe is almost certainly the commonest factor, 
especially when a fine needle is used so that the resulting 
spray dries almost immediately, leaving an aerial suspension 
of dust. It is clearly more difficult to prevent, but the pre- 
caution of expelling the air bubbles into the phial without 
removing the needle would certainly help. The problem of 
disperisers and nurses preparing injections remains. 

The problem of diagnosis is clearly of great importance. 
‘The association between the giving of antibiotic injections 
and dermatitis in nurses is not necessarily causal. There are 
many other substances to which sensitization can occur, 
notably other drugs, cosmetics, and plants. A number of 


the district nurses in this survey were also sensitive to 
dettol, and in considering sensitivity to procaine penicillin 
the possibility that the sensitization may be to the procaine 
rather than the penicillin must be borne in mind. Certainly 
no nurse should’ be regarded as sensitized to antibiotics 
without conclusive evidence. 

But early diagnosis is as important as accurate diagnosis. 
Industrial experience indicates that in most people removal 
from contact at the earliest sign, followed by simple treat- 
ment and careful technique thereafter, prevents the develop- 
ment of sensitization and enables a worker to continue her 
employment. A very early sign seems to be swelling of the 
eyelids, which, especially in the case of streptomycin, may 
precede all others. 

Summary 


A survey of 70 local health authorities and 76 chest 
hospitals and sanatoria was carried out to ascertain whether 
sensitization to antibiotics had taken place among their nurs- 
ing staffs. Particulars were given in many cases of medical 
and dispensing staffs. 


The total number of cases reported was 256—144 from 


L.H.A.s and 112 from hospitals. The population at risk 
was not ascertainable for the whole survey but was avail- 
able for 8 L.H.A.s and 4 hospitals. The incidence was 
4.3% for the L.H.A.s, 1.8% for the hospitals, and 3.5% for 


both groups combined. 


The sensitizing agent was not mentioned in all cases, but 
in 86 L.H.A. and 102 hospital cases the patient was sensi- 
tized to streptomycin, and in 73 L.H.A. and 7 hospital cases 
there was sensitization to penicillin ; there was one case each 
of sensitization to chloramphénicol and P.A.S. In many 
cases there was sensitization to more than one antibiotic and 
in a few sensitization to other drugs as well. 

The hands, arms, face, eyes, and neck were involved in 
the great majority of cases. 

Medical staff, hospital nursing staff, district nurses, and 
hospital dispensers were all reported as affected. 

Prevention and treatment are briefly discussed. 

Thanks .are due to all those medical officers of health, chest 
physicians, and others who provided the material on which this 
survey is based 
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ADVICE ON THE PREVENTION OF SKIN 
REACTIONS IN DOCTORS AND NURSES 
ADMINISTERING ANTIBIOTICS 


This note was prepared by a small expert committee, and 
its distribution to medical, nursing, dental, and pharma- 
ceutical journals was advised by the Standing Medical 
Advisory Committee and the Central Health Services 
Council. It is referred to in an annotation at p. 30. 


Recently the attention of the Ministry of Health was 
drawn to the fact that some district nurses had suffered 
from dermatitis after having given injections of strepto- 
mycin and penicillin to patients. Investigation showed that, 
while not common, the trouble did occur throughout the 
nursing profession both in and out of hospital, and the 
following advice has therefore been issued. It is realized 
that the technique here recommended following expert 
advice and ad hoc experiments, whilst in conformity with 
the practice of many doctors, differs markedly from that 
usually taught to nurses. 

Urticaria of the face and hands is known to occur in a 
proportion of those who administer antibiotics by injection. 
It results from sensitization produced by contact of the solu- 
tion with the skin, and is believed to be caused much more 
often by streptomycin than by penicillin. Contamination by 
the solution of the skin of both hands and face can readily 
occur when the syringe is held vertically at eye level and air 
expelled from it before injection: bubbles bursting at the 
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tip of the needle then liberate a fine spray of the solution. In 
order to prevent sensitization, this operation must not be 
conducted in this way. The air should be expelled from the 
syringe with the needle still in the bottle from which the 
solution has been withdrawn. Care should be taken to sup- 
port the piston during and after withdrawal, so that further 
air does not enter. Special care must be taken to ensure 
that the needle is firmly attached to the syringe so that no 
sudden leakage occurs under pressure. 

Contamination of the hands with solution can still take 
place if the needle used for withdrawal is removed and an- 
other substituted for the injection into the patients. This 
is commonly done, either because a wide-bore needle facili- 
tates withdrawal of viscous fluids, or because it is believed 
that perforation of the rubber cap blunts the needle. This 
belief is unfounded: it has been shown by experiment that 
piercing these rubber caps as many as 100 times does not 
affect the sharpness of the needle. The second precaution 
advised is therefore that the same needle be used for both 
withdrawal and injection. This is particularly necessary 
when giving streptomycin, and, since this solution is not 
viscous, as fine a needle (e.g., No. 14 or even No. 17) may 
be used as is desired. After use the syringe should be rinsed 
out in plenty of water, and the doctor or nurse should then 
immediately wash the hands to rid them of any traces of 
solution left on them. 

It must be remembered that these antibiotics are not the 
only possible causes of this type of skin affection, and any 
nurse developing it should consult her doctor at once in 
order that the cause may be found and the condition treated. 


Preparations and Appliances 


A NEW INFANT CYSTOSCOPE 


Mr. Henry CLARKE, consulting surgeon, Luton and Dun- 
stable Hospital, writes : Difficulty is sometimes experienced 
with ureteric catheterization in male infants mainly because 
most catheterizing cystoscopes are too large to pass com- 
fortably through this extremely small passage. I therefore 
venture to describe a new infant cystoscope which the Endo- 
scopic Instrument Company has specially made to my 
specification. : 

The illustration gives an overall view of it. It has a 
fixed telescope and a single channel through which either 
irrigation or catheterization can be done. Both these 


features admittedly have disadvantages, but are necessary 
to keep the gauge of the instrument as small as possible. 
Unfortunately, again, only one catheter can be passed at a 
time, but there is nothing to prevent catheterizing first one 
side and doing the retrograde pyelogram, and then repeat- 
ing the process on the opposite side. This instrument is 
size 10 charriére (French catheter gauge), and I think it must 
be one of the smallest catheterizing cystoscopes made. 

Before passing the cystoscope I find it is an advantage 
to gauge accurately the size of the infant’s urethra with 
silk web bougies. For irrigating, a piece of rubber tubing 
can be attached to the cystoscope and an ordinary 8-oz. 
(20-cm.) bladder syringe used. This is, I feel, safer than 
an irrigating can and stand, as it is directly under the 
operator’s control. If the tubing is long enough it can be 
hung over the edge of the table, when it will act as a 
siphon and so expedite the emptying of the bladder, which 
otherwise takes some time on account of the smallness of 
the irrigating channel. 


Correspondence 


Because of the present high cost of producing the Journal, 
and the great pressure on our space, correspondents are 
asked to keep their letters short. 


Treatment of Acute Malaria 


Sir,—The introduction of a number of new antimalarial 
drugs in recent years has made it more than ever necessary 
that their mode of action be clearly understood by all who 
are likely to be called upon to treat cases of malaria in 
this country. 


The first and most essential requirement for treatment of 


the acute attack is that the drug employed must be one 
which effects rapid resolution of the clinical symptoms—in 
other words, one with a powerful immediate schizonticidal 
action, such as chloroquine, amodiaquine (“ camoquin”), 
mepacrine, or quinine. Proguanil (“ paludrine ”) and pyri- 
methamine (“ daraprim”) also have a schizonticidal action, 
but in neither case is this sufficiently rapid to warrant the 
use of the drug, unaided, for treatment of an acute attack 
of malaria in a non-immune subject. 

In the case of pyrimethamine, the maximum schizonticidal 
action is effected by a very small dose of the drug, and on 
this account it has been described as having exceptionally 
high potency. In a recent article in the lay press it was 
designated “the most potent antimalarial drug the world 
has yet been given.” Such statements have given rise to the 
assumption in some quarters that pyrimethamine is there- 
fore the drug of choice for the treatment of acute malaria. 
The fact that the action of the drug is slow, and cannot be 
rendered more rapid by any variation in dosage, is often not 
appreciated. 

It cannot be too strongly emphasized that, although both 
proguanil and pyrimethamine possess qualities which render 
them particularly suitable agents for the prophylaxis of 
malaria, neither of them should be used for treatment of 
the acute attack in non-immune subjects except in conjunc- 
tion with some more rapidly acting schizonticide. In order 
to guard against the unfortunate results which might ensue 
from the use of these drugs as the sole treatment of the 
acute attack, particularly in the case of falciparum malaria, 
it would be advantageous if a warning notice, such as “ Not 
to be used unaided for the treatment of acute malaria in 
non-immune subjects,” were affixed to each container.—I 


am, etc., 
Horton, Surrey. G. COVELL. 


Haemolytic Disease in First-born Infants 


Sir,—In considering the occasional recorded case of 
haemolytic disease of the first-born in which there is no 
evidence that the mother has been transfused or injected 
with blood, Dr. Rosemary Beasley makes the interesting 
suggestion that such mothers may have been immunized in 
utero by Rh antigen from their mothers (Journal, June 20, 
p. 1389). Owing to the rarity of haemolytic disease in the 
first-born when there is no history of maternal transfusion 
or injection of blood, a significant excess of Rh-positive 
grandmothers, if it exists, would be very difficult to estab- 
lish. The current view that antibodies are not made by 
the embryo is against Dr. Beasley’s idea. 

Dr. Beasley’s letter has stimulated us to record the results 
of some work which we should have published before. 


_ Towards the end of 1950 Professor Rogers Brambell and 


Mr. N. A. Mitchison independently, but for one and the 
same reason, inquired whether the Blood Transfusion Ser- 
vice had any record of the Rh groups of the maternal grand- 
mothers of children with haemolytic disease. In the words 
of Professor Brambell: “‘ The essence of Burnet’s ‘ marker’ 
concept seems to be that the organism cannot produce anti- 
bodies to antigens to which it is exposed sufficiently early 
in its development. Assuming that maternal blood-group 
antigens, as well as antibodies, can reach the foetus, the 
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young should never be able to develop antibodies to either 
its own or its mother’s antigens. Thus an Rh-negative child 
of an Rh-posifive mother should never be able to form 
anti-Rh, whereas an Rh-negative child of an Rh-negative 
mother should be able to do so. Is this the explanation of 
the erratic reaction to Rh immunization of Rh-negative 
people?" The two ideas may be stated thus: (a) Dr. 
Beasley's postulate implies that haemolytic disease of the 
newborn would be more likely to occur in children whose 
maternal grandmothers are Rh-positive ; and Burnet’s 
“marker” concept implies that haemolytic disease of the 
newborn would be more likely to occur in children whose 
maternal grandmothers are Rh-negative. 

When Professor Brambell and Mr. Mitchison asked their 
question there were, so far as we knew, no facts to answer 
it; but, as the idea was such an attractive one, steps were 
taken to get samples of blood from the maternal grand- 
mothers of children suffering from haemolytic disease of 
the newborn due to anti-D. These were the results: 


Grandmothers 
Blood Transfusion 

Newcastle 23 12 35 
North London .. 2 2 4 
Oxford... 1 3 4 
Sheffield .. ‘<a ci 41 29 70 

Total .. ks 67 46 113 


These are precisely the calculated numbers of Rh-positives 
and Rh-negatives expected amongst the mothers of 113 un- 
selected Rh-negative English people. (The expected Dd= 
113 x 0.5898 =66.65, and the expected dd=113 x0.4102= 
46.35.) There is therefore no evidence to be found in 
these figures that the chance of an Rh-negative woman 
making anti-D is influenced by the Rh group of her mother. 
—We are, etc., 


London, P. B. Bootn. 
Sheffield. I. DUNSForRD. 
Oxford. JEAN GRANT. 


Newcastle-upon-Tyne, SHEILAGH MuRRAY. 


Orthopaedics and its Name 


Sir.—Dr. R. D. Lawrence, in suggesting that orthopaedics 
is a misnomer (Journal, June 13, p. 1335), assumes that it 
refers to children (xasSec). But the verb masdedecv, though 
obviously from the same root as the noun, means “ to train,” 
while £9 6d¢ means “ correct ” as well as “ straight ” ; surely 
the word derives from the sense of “ making straight” or 
“training correctly,” and is therefore applicable not only 
to children but to the skeletal structures in general—I am, 


etc., 


London, S.W.5. D. D. C. Howat. 


Sir. —A pleasant jingle runs through my mind as I bask 
among the heather. I suspect that Messrs. T. Lindsay and 
R. Stanton of the Ministry of Health were responsible: 

Orthopaedics has no root 

In &pG80¢ (straight) and ped (a foot). 
Better, but still slightly wild, 

Is (straight) and (a child). 
Best of all is 8p 80¢ (straight) 

And rasdeveev (to educate). 

One of the best mottoes for an orthopaedic hospital was 
that selected for Mansfield (Notts): Fac recte, nil time, 
which the chairman (a good classical scholar) promptly trans- 


lated as: “ Make ’em straight in no time.”—I am, etc., 
Rogart, Sutherland. J. M. MACKINTOSH. 


Sirn—I think that Dr. R. D. Lawrence’s suggestion 
(Journal, June 13, p. 1335) of a new designation for the 
orthopaedic surgeons is most unfortunate. ; 

Clearly the word “ orthosomes,” which means “ straight 
bodies,” could not apply to them and would be an open 
invitation to the medical wags to dub them “ orthobods.” 


In an etymological sense they might more accurately become 
“ orthosomatists,” but, in the Homeric sense, “ soma ” means 
a corpse; in which case they would be “straighteners of 
corpses "—that is, undertakers. If in the interest of purism 
we are to have a change, let us have a more appropriate 
suggestion—perhaps from Dr. Lawrence himself.—lI am, etc., 
Nottingham. V. L. FERGUSON. 


Intermittent Claudication 


Sir,—If I may add a word on diagnosis to Mr. J. B. 
Kinmonth’s interesting article on intermittent claudication 
(Journal, June 13, p. 1325) 1 would say, from personal ex- 
perience, that the protean and elusive gout should be con- 
sidered and excluded. Two and a half years ago I felt 
sure that I was developing intermittent claudication—pain 
in the calves on walking more than a short distance, slowly 
getting more severe, passing off if I rested, and coming on 
earlier if I hurried. 

My concern was great until one morning I woke up 
with agonizing pain on the inner side of my left knee, and 
I could not move until I had injected large quantities of 
procaine hydrochloride (“novocaine”’). | hurried to see 
Dr. Kellgren at the Manchester Rheumatism Clinic, where 
it was found that my blood uric acid was 50% above 
normal limits. Colchicine and spa treatment at Bath 
quickly abolished my “ intermittent claudication.” 1 knew 
I had a long maternal family history of gout, but I had had 
none of the more common symptoms except a vague general 
stiffness, until this somewhat unusual attack occurred.—I 
am, etc., 

Winsford, Cheshire. 


Deceptive Acute Abdomen 


Sir,—The relatively mild symptoms of very grave abdo- 
minal catastrophes have recently been the object of much 
correspondence in the medical press, and I would like to 
add a short report of a case which may be of interest. 


A boy of 14 was referred to hospital with a four-day history 
of vomiting, pyrexia, anorexia, and slight abdominal discomfort. 
His doctor, who had known the boy’s physical ups and downs 
for years, sent him to us with an undecided precautionary feeling 
which was worth respecting. 

The patient looked in perfect health, not distressed or toxic. 
He had a temperature of 100.2° F. (37.9° C.), but his pulse was 
regular at 80 per minute. The abdomen presented only slight 
tenderness in the right iliac fossa; no rigidity, guarding, or dis- 
tension. Bowel sounds were normal. Rectal examination re- 
vealed slight tenderness towards the right. Conservative treat- 
ment could easily have been adopted. However, in view of the 
mild abdominal signs plus the vomiting and pyrexia, appendic- 
ectomy was decided upon. 

Operative findings were unexpected. The appendix was 
gangrenous and perforated, with Bact. coli pus inundating the 
abdominal cavity. The rich fibrinous exudate and the unhealthy 
look of all the neighbouring viscera showed that the perforation 
was not just recent. Appendicectomy was performed, the para- 
colic gutter and pelvis were drained, and the wound closed with 
an intraperitoneal rubber drain in situ. Antibiotics were given 
parenterally. Post-operative recovery was uneventful, and the 
patient was discharged symptom-free. 

The points to be drawn from this case are that the patient 
presented very slight abdominal symptoms ; that, though operation 
was decided upon, a more conservative step would have been 
justified at that stage; that, in spite of the lack of unequivocal 
abdominal signs, the patient was going through an intraperitoneal 
catastrophe; and that with pus in his abdomen from a gangrenous 
appendix he had been up and about. Diagnosis of acute abdo- 
men is very often treacherous and there are never “ signs that 
should be there.” 

My thanks are due to Mr. C. J. B. Murray for permis- 
sion to record this case.—I am, etc., 


London, W.13. 


Intraperitoneal Rupture of the Intestine 
Sir,—I was interested to read the report by Mr. D. G. 
Lambley and Mr. T. H. Cullen (Journal, April 4, p. 784) of 
their cases of intestinal rupture, and should like to record a 
recent similar case in which an abdominal blow produced 
an extraperitoneal rupture of the rectum. 


W. N. Leak. 


S. A. GUEUKDIIAN. 


4 
vy 
| 
{ 
| 
— 


Juty 4, 1953 


CORRESPONDENCE Barish 43. 


A middle-aged lorry-driver was struck a glancing abdominal 
blow by the fall of a bale of .wool he was loading on to his lorry 
and knocked down. He recovered immediately and drove some 
200 miles to the outskirts of London, where he stopped for 
refreshment. He then had an urge to defaecate, felt somewhat 
faint, and passed a large quantity of bright red blood rectally. 
He felt well enough to continue his drive into London, where he 
reported to hospital some 10 hours after his injury. He had no 
pain or vomiting and had passed urine normally. 

On admission, although pale, his general condition was good. 
His pulse was 108, and his blood pressure was 112/82 mm. Hg. 
There was no bruising of the abdominal wall. There was slight 
lower abdominal tenderness and guarding, but no rigidity. Liver 
dullness was not diminished and peristaltic sounds were present. 
Proctoscopy showed an empty rectum except for a trickle of blood 
coming from a vertical linear tear in the upper anterior wall. 
The upper limit of the tear could not be defined. Laparotomy 
was performed, and no abnormality was found except in the 
recto-vesical pouch. There was some slight blood-staining below 
the pelvic peritoneum, which appeared intact, and also a few 
small bubbles of gas. It was decided not to attempt suture or 
drainage in view of the linear coaptation of the tear and the 
minimal contamination. A left iliac spur colostomy was per- 
formed and a course of penicillin and streptomycin started. 
Apart from a severe post-operative cough, thought to be due to 
long-standing chronic bronchitis, he made a straightforward 
recovery. The rectal wound healed rapidly, and the colostomy 
was closed a month later. 


I am grateful to Sir Arthur Porritt for permission to treat 
and report this case.—I am, etc., : 
KENNETH OWEN. 


Boston, Mass. 
Mental Hospital Service 


Sir,—A considerable problem of our psychiatric services 
is the overcrowding which, at times, makes it difficult for 
patients needing care to receive this in the early and most 
suitable stages. Under present economic conditions it is 
hardly possible to build even a proportion of the up-to-date 
psychiatric and sick hospitals so badly needed to modernize 
many of our mental hospitals, and, moreover, it is difficult 
to staff the existing buildings. I suggest that a definite prac- 
ticable solution is to diminish the numbers of quiescent 
chronic patients present in all mental hospitals. 


The great increase in the voluntary principle and improved 
methods are altering the type and attitude of the patients in 
mental hospitals. A number still require to be detained owing to 
disorders of conduct, but a considerable number, after the initial 
period, require only a mild degree of supervision, although 
remaining too unstable to be able to maintain themselves away 
from an ordered routine. Most of such patients have parole in 
the grounds and district and do useful work in the hospital. 
Many are elderly cases who could go to social welfare accommo- 
dation if the latter had beds for them or were willing to spend 
the money te maintain them. Others, more decrepit, could very 
suitably go to chronic sick accommodation, but the pressure on 
such beds makes it difficult to obtain this accommodation. 

Between wars, quiescent patients could be boarded out or sent 
on prolonged trial with their relatives or other hostesses willing 
to receive them with an appropriate grant, and, in fact, up to 80 
of such patients were at one time sent out from the L.C.C. mental 
hospital at Banstead, and quite a number of these became re- 
socialized into the community, obtaining work and then accept- 
ing their discharge. With overcrowding in the homes, such 
activity is much less possible now. 

A number of patients were sent to the homes of the Mental 
After-Care Association, which has done such valuable work in 
the London and outer London area. Such an association 
naturally tends to concentrate on the recoverable type of patients 
who have no homes or relatives willing and able to receive them, 
but longer-term cases have also been received. One is glad to 
hear that this association is extending its activities from the 
home counties to the north and is contemplating such work in the 
midlands. The simplicity of practical arrangements made in these 
homes might repay attention by the authorities. If each mental 
hospital authority were to establish similar homes containing, say, 
20 or 30 patients under the charge of married couples, preferably 
ex-mental nurses, thousands of beds might, in aggregate, become 
available. Pilot schemes, costing little, would prove the practic- 
ability of the idea. Buying and converting existing houses of 
moderate size, without unnecessary elaboration or excessive 
capital cost, would give greater freedom, which would be 
appreciated by the patients and their friends, and running costs 
should be below the average in the hospitals. 


A close and willing co-operation between the psychiatrist 
and his social workers and the local health authorities 
would naturally be essential, but it is a simple method of 
relieving pressure on the limited beds available.—I am, etc., 

Ewell, Surrey. A. A. W. PETRIE. 


Pulmonary Changes due to Cardiac Disease 


Sir,—In her recent paper Dr. Brenda Morrison (Journal, 
June 13, p. 1291) describes the occurrence of dyspnoea and 
of symmetrical radiological opacities in the lungs of hyper- 
tensive cases after some months of treatment with hexa- 
methonium bromide. One case came to necropsy, and she 
quotes a preliminary report from the pathologist (Dr. 
Doniach) that the central induration was due to carnifica- 
tion, regarded as the result of organization of an intra- 
alveolar fibrinous exudate. In the summary it is stated that 
the pathogenesis of this pulmonary condition is still obscure. 

Possibly the obscurity will be lessened if it is more 
generally known that fibrinous exudate into alveolar ducts 
and alveoli may occur not only in uraemic states,’* but 
also in cases with left ventricular failure due to 
rheumatic myocarditis or to hypertension. .A few 
of our hypertensive cases, particularly those with remit- 
tent cardiac failure, have shown focal haemosiderosis 
rather than fibrinous exudates, the former being in my 
opinion the result of repeated and possibly small haemor- 
rhages into the alveolar ducts, whereas the fibrin cast in 
the alveolar duct, generally accompanied by some haemor- 
rhage, is the result of a greater and possibly not repeated 
escape of material from the blood vessels of the duct. We 
therefore postulated that both these forms of intraduct 
material, siderophage collections or fibrin casts, occurring 
in hypertensive cases could be explained on mechanical 
grounds, and we were tempted to regard the apparently 
identical fibrinous casts occurring in the lungs of cases with 
rheumatic pancarditis or with uraemia as being also of 
mechanical origin. 

One objection to this unitary hypothesis was the fact that, 
so far as I know, advanced organization of these fibrin casts 
had been seen only in uraemic cases,‘ and certainly the only 
two comparable examples I have seen (one was kindly sent 
by Dr. Donald Leslie, Sunderland) were both from uraemic 
cases. Thus it looked as if the chemical milieu of uraemia 
could bring about a different outcome, but the observations 
now made by Dr. Doniach show that organization of 
these fibrinous casts is not confined to the uraemic case, and 
is presumably the further history (usually interrupted by 
death) of the alveolar duct fibrin cast. Modern therapy has 
again allowed a pathological process to reach a stage of 
development only to be guessed at by the earlier patholo- 
gists, and this new observatidn by Dr. Morrison and Dr. 
Doniach would seem to provide fresh support for the 
unitary mechanical explanation of non-inflammatory exu- 
dates in the lung.—I am, etc., 
undee. C. LENDRUM. 
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Death Certification 


Sir,—In his Refresher Course article on death certification 
(Journal, June 6, p. 1272) Dr. W. P. D. Logan emphasizes 
the importance of accuracy and the value of the resultant 
mortality statistics. This may well be necessary, but I think 
many general. practitioners must feel, as I have always felt, 
that the form of certificate exhibits and engenders little enthu- 
siasm. The compilers recognize that the means by which 
the cause of death is diagnosed are important, and yet, apart 
from confirmation by necropsy, appear to be completely 
disinterested. Anyone who has any doubts about the rela- 
tive importance of other means of diagnosis of cause of 
death would, for that reason alone, do well to re-read Pro- 
fessor D. W. Smithers’s interesting article on cancer of the 
lung in the same issue of the Journal (p. 1235). He cites 
four cases in which post-mortem examination appears to 
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have been a less dependable basis of certification of cause 
of death than examinations carried out beforehand. 

Undoubtedly statistics based upon post-mortem findings 
are subject to less error than those compiled from all other 
methods of examination without further classification. But 
that does not mean that other methods of examination are 
all equally inferior, or even that they are not, in some cases 
at least, as reliable for statistical purposes. Surely any 
authority that was really anxious to collect reliable mortality 
statistics would recognize this, rather than slavishly copy a 
form of death certificate which, like lunacy certificates, seems 
to have been designed entirely for legal purposes and with- 
out heeding any of the advances in diagnostic methods made 
in the last hundred years. 

Instead of the old question of whether the diagnosis was 
confirmed by necropsy, the certificate should include a 
statement that the diagnosis is based upon A, B, C, D, or E 
examination. The certifying doctor would merely cross out 
the types of examination not employed in his diagnosis. 
“Clinical” would probably be the commonest type of 
examination indicated, but the value of this would often be 
enhanced to that of “ post-mortem” by the word “ biopsy ” 
or “ surgical ” or “ pathological ” remaining unerased. Such 
terms would require some definition, and even then doctors 
might occasionally be in doubt; but they would feel that 
some attempt was being made to collect mortality statistics 
that merited their co-operation. Incidentally, there is a 
shade of cynicism in’ the Registrar-General’s failure to recog- 
nize the medical profession’s increasing independence of the 


post-mortem room for accurate diagnosis.—I am, etc., 
Eye, Suffolk. J. SHACKLETON BAILEY. 


Importance of Post-mortem Examination 


Sir,—I have been in general practice for 30 years in the 
area neighbouring that of Dr. G. L. Davies in Hove (Journal, 
June 13, p. 1334), and as police surgeon I have during all 
that time done most of the necropsies (outside the hospitals) 
requested by the coroner and amounting to over 3,000. I 
can say that, with rare exceptions, by the coroner’s instruc- 
tions his officer has always informed the general practitioners 
concerned of the time, date, and place of the necropsy in 
sufficient time for them to attend. After the necropsy the 
officer has always delivered to the general practitioner the 
findings at the examination. It is quite seldom that the 
general practitioner has attended at the necropsy. 

It should here be noted that new coroners’ rules made 
on February 11, 1953, came into force on March 1, 1953 
(Statutory Instruments, 1953, No. 205, Stationery Office, 
price 6d.). To anyone interested this Instrument is well 
worth purchase and perusal. In it it is laid down, para- 
graph 4, section 2b, that the coroner shall inform the 
deceased’s regular medical attendant of the date, hour, and 
place at which the post-mortem examination will be made. 
If, since March 1, 1953, Dr. Davies has had a patient die 
and a necropsy made at the request of the coroner, he 
should have been notified of the time, date, and place at 
which it was to be made. It is a pity that the new rules did 
not include the sending of a report of the findings of the 
necropsy to the deceased’s doctor, as has been the rule in 
this area for 30 years. 

The value of post-mortem examination cannot be gain- 
said. The coroner orders post-mortem examinations almost 
entirely for legal reasons or for certification needs. It is 
surprising how often the findings differ from those confi- 
dently expected by the attending doctor even when he is 
experienced and has given careful attendance. Necropsies 
on coroner’s request are mostly for cases of sudden death. 
As a group these differ considerably from examinations 
performed by pathologists in hospitals, and as most patho- 
logical research work is done in hospitals there is here a 
blind spot in pathology. 

Dr. F. E., Loewy’s letter (Journal, May 23, p. 1163) sug- 
gesting facilities for necropsies on patients dying at home is 
obviously right from an educational and research aspect. It 
would require a good deal of administration and expense 
which might not be readily forthcoming. The propaganda 


to relatives would be much facilitated in these days by the 
increasing practice of cremation and of removal of bodies 
from the home to private mortuaries. I think that from a 
legal view, and in the public interest, there is much to be 
said for an extended use of necropsy before cremation.— 


I am, etc., 
Worthing. W. O. Pitt. 


The Metric System 


Sir,—Reading over Dr. C. Langton Hewer’s letter 
(Journal, February 21, p. 450), which, I believe, initiated this 
correspondence, I think the metric system enthusiasts will 
at least concede that he was extremely accurate in his pre- 
diction concerning feelings running high. The whole theme 
of his letter seems to me to be a warning that a sweeping 
introduction of the metric system into British medicine, 
without a corresponding change in our other mathematical 
systems, might not be very practicable or produce the 
expected paradise of facility and exactitude. 


He did not state that the metric system was a bad system 
and should not be used. Neither did I (Journal, April 25, p. 938), 
nor, so far as I know, has anyone elsé. Personally I like the 
metric system as a whole, and especially when it comes to cal- 
culating percentages. I use it all the time here, and to a limited 
extent in England, and I have no difficulties whatsoever. I merely 
tried to point out in my letter that from what I have seen here 
its practical working is by no means free from peculiarities, which 
can render it cumbersome and often confusing. I went a stage 
further in stating that the mental process of simple fractions is 
a more natural attainment from early youth than a system of 
decimals. I had in mind that all the British systems are essentially 
based on fractions. This is surely a fact. Whether at the present 
time it is an important point is undoubtedly a matter of opinion. 

There are very many more people who handle drugs than the 
doctors who prescribe them. One immediately thinks of the vast 
numbers of sisters, nurses, and members of the general public. 
They must be considered too. Many of them can be very efficient 
in their various callings without a very good knowledge of mathe- 
matics, but with a familiarity of years with the usual British 
methods. ‘Here I find myself very much in agreement with Dr. 
G. P. Baker’s phrase (Journal, May 9, p. 1049): “It is purely a 
matter of what one is used to.” Surely it is quite a reasonable 
suggestion that it is too narrow to apply this view to a metric 


system in medicine alone, a step which would divorce it from all . 


the other British standards, both actually and in principle. 


What I described concerning 0.000x being used for frac- 
tions of milligrams was not imagination. It appears to 
be the custom here, and many of the products of the most 
reputable pharmaceutical firms are solely labelled in this 
way. I would not be so foolish as to state that no one 
in Ziirich knows what half a milligram is. I simply described 
a common practice. By coincidence I had a consultation 
with a French physician from Paris last week. He spoke in 
milligrams, but I particularly noted the literature accom- 
panying the drugs he was using. Most were quoted in 
grammes, with the inevitable string of noughts when the 
dosage was small. In brackets after this was the appropriate 
centigram, milligram, or decimal thereof. Apparently the 
French chemists cater for all tastes in all parts.—I am, etc.. 

Ziirich. R. A. C. HERRON. 


*." This correspondence is now closed.—Ep., B.M.J. 


Claims for Negligence 


Sir,—The letter from Mr. Nigel Ryland (Journal, June 20, 
p. 1391) and the article by your medico-legal correspondent 


in the same issue (p. 1398) remind us of how the plans of. 


the greatest legislative and judicial minds not only go astray, 
but sometimes lead to the appearance of absurdity. The 
doctrine of res ipsa loquitur is one of those landmarks 
which man seeks to plant in the shifting sands of opinion. 
Taken, as doubtless it was intended, as a warning to the 
official mind that what plaintiffs must prove cannot be 
reduced to a formula and that they should not be required 
to prove all sorts of superfluous particulars, it is clearly 
admirable. But when it is elevated, as it apparently tends 
to be, to the status of a rule possessing intrinsic importance, 
it becomes merely confusing. 
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For instance, in the first case mentioned by your medico- 
legal correspondent, three judges held that the doctrine 
applied, while one took the opposite view. Now if judges 
can disagree as to whether “the thing speaks for itself,” 
it is obvious that the thing has entirely failed to speak for 
itself. It would seem, in common sense if not in law, 
that lack of unanimity ought to dispose of the contention 
that res ipsa loquitur. In any case, what a reasonable lay- 
man may be supposed to know about abdominal surgery 
can have no conceivable bearing on whether there was or 
was not negligence (yet Lord Justice Scott, according to 
your correspondent, thought this was a relevant considera- 
tion). 

Again, with regard to Cassidy v. Ministry of Health and 
your correspondent’s definition of the doctrine in terms of 
the natural inference of “a reasonable layman knowing 
the facts,” what facts must a man know in order to be 
certain that stiffness of fingers after an operation for Dupuy- 
tren’s contracture could only be due to negligence ? Clearly 
he must either have some acquaintance with surgery and 
pathology, or he must know so precisely what caused the 
stiffness that, in effect, he knows it was negligence. Either 
way, the doctrine is apparently disqualified. 

It is improbable that four Lords Justices of Appeal could 
have applied the principle incorrectly. They may, however, 
have been using the quite different—and vastly more sensible 
—definition of your correspondent’s first paragraph. Under 
this, as I understand it, the damage must be shown to be of 
a kind which does not, in the ordinary course, occur if 
proper care is used. There are no “reasonable laymen” 
or other dubious and supernumerary characters here. It 
simply means that the plaintiff must reduce the number of 
alternatives to two, one of which (negligence) is highly 
probable, and the other (exceptional circumstances) is highly 
improbable. Whereas the stronger proof that there actually 
was negligence effectively eliminates the alternative of excep- 
tional circumstances—at least as a defence. } 

It would be interesting to know if this is what it boils 
down to ; because, if so, what was Lord Justice Scott talking 


about ?—I am, etc., 
Cambridec. W. E. Hick. 


The Law, the Hospital, and the Doctor 


Sir,—My attention has been drawn to the article by your 
medico-legal correspondent headed “ Vicarious Liability ” 
which appeared in your issue of June 13 (p. 1338) and also 
to your leading article under the heading “The Law, the 
Hospital, and the Doctor ” (Journal, June 20, p. 1378). 

As legal adviser to the Medical and Dental Defence Union 
of Scotland, Ltd., I have been requested by the Council of 
the Union to emphasize that the principle of the vicarious 
responsibility of a hospital management committee for the 
acts of the doctors employed by it is applicable only in 
England. In Scotland, the Courts, applying principles 
adopted from the Roman Law, still adhere to the rule that 
responsibility for any negligent occurrence arising in the 
exercise of professional skill rests wholly on the medical 
practitioner concerned and not on his principals or em- 
ployers, on the ground that such principals or employers 
(be they a hospital management committee or others) can 
have no control over the methods or technique of the mem- 
bers of their professional staff in the exercise of the perform- 
ance of their skilled duties. This principle has been approved 
by the Court in Scotland subsequent to the passing of the 
National Health Service (Scotland) Act, 1947—vide Davis’ 
Tutor v. Glasgow Victoria Hospitals decided in 1950—and 
is still applicable in Scotland, on the ground that the pro- 
visions of the Act do not innovate on the common law as 
above stated. 

It is only proper to add, however, that this Union is sponsor- 
ing two cases, which are presently sub judice before the Appeal 
Court in Scotland, seeking to determine whether the principles 
hitherto held in Scots law are now to be departed from and 
assimilated to the recent trend of decision on this subject in 
the English Courts. 


Meanwhile, so far as Scotland is concerned, the medical or 
surgical officer employed in a hospital is still solely and personally 
responsible for any act of negligence—whether of omission or 
commission—proved against him and cannot take refuge behind 
the doctrine of vicarious responsibility. A doctor so employed 
is still considered to be employed in a contract for services. 
Consequently, the responsibility of the doctor to his patient is 
still the paramount consideration—a responsibility which, un- 
fortunately, is not always fully recognized by the more junior 
members of the profession. 

The above merely serves to underline the need for each 
and every medical man in hospital service in Scotland, no 
matter his grading or status, to ensure that he is adequately 
protected by maintaining his membership of one of the 
defence unions.—I am, etc., 

Glasgow, C.2. WILLIAM Mair. 


Reaction to Blood Transfusion 


Sir,—The cases of haemolytic transfusion reactions with- 
out demonstrable serological incompatibility recorded by 
Dr. J. W. Shackle (Journal, June 6, p. 1280) and Dr. J. R. H. 
Pinkerton (Journal, June 20, p. 1388) are important, and 
probably not so-rare as is generally believed, for I described 
two similar cases a year ago (Lancet, 1952, 1, 734, cases 
9 and 10). The comments of Dr. Pinkerton and Dr. Walker 
are much to the point: blood transfusion, even in the most 
skilled hands, carries a definite risk to the patient and should 
be avoided whenever possible, though, of course, used freely 
when necessary. 

I have found that my clinical colleagues are prepared to 
use dextran to maintain blood volume in many cases where 
they previously asked for blood (abortion, Judet’s arthro- 
plasty, etc.), and in this way we have reduced our blood de- 
mands from 3,774 bottles in 1951 to 3,271 bottles in 1952, 
even though two patients received between them 292 bottles 
in the latter year. This greatly reduces the risk of trans- 
fusion, because many patients who would at one time have 
received a single bottle of blood now receive only dextran ; 
at the same time the volume of blood used for an average 
transfusion, or for each patient who received any blood at 
all, has. increased, so that we are increasingly restricting 
transfusion of blood to those patients who would not 
survive without it—I am, etc., 


London, N.W.10. GEORGE DISCOMBE. 


Heparin and Local Trauma 


Sir,—As interest in myocardial infarction is again being 
shown in your columns, may I put forward a plea for the 
recognition of heparin as a physiological agent for com- 
bating the toxic products of local trauma? This recogni- 
tion would help to clarify the action of heparin in myo- 
cardial infarction as well as in pulmonary embolism. 

I have already mentioned in your Journal'* the thera- 
peutic use of heparin used externally on burns, wounds, 
ulcers, etc., and the evidence on which this treatment is 
based. When a solution of heparin in saline (0.44 units/ml.) 
is used on these surface conditions, its action in reducing 
oedema, pain, and inflammatory reaction is obvious. In the 
absence of evidence to the contrary, it seems logical to 
me to expect a similar action when deeper structures, 
such as heart muscle or lungs, are involved and heparin is 
used parenterally. It also seems possible that the rapid 
benefit sometimes obtained from heparin therapy in acute 
thrombotic catastrophes is more likely to be the result of 
this type of action than due to the actual removal of the 
formed clot. In these cases my partner and I use 2,000 to 
4,000 units of heparin intravenously, or intramuscularly if 
this is not possible. Our cases are too few to allow 
publication of results, but we believe that this treatment is 
of considerable benefit. The combat of local shock may 
be comparable in such conditions as thermal burns and 
infarctions. 

Several workers have published results of heparin treat- 
ment showing how this substance can prevent tissue damage 
following thermal burns, hot or cold, but with the idea that 
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the benefit is due to blood clot removal or prevention. The 
work of McCleery, Schaffarzick, and Light*® is more in 
accord with my experimental clinical findings. These 
workers found that, following experimental burns of a 
dog’s skin, there was a sludging in the capillaries subjacent 
to the burned areas. This sludging retarded vascularization 
of the damaged area and might be expected to delay the 
initial reparative processes. The repair of the vascular 
system subjacent to the burn was accelerated by heparin, 
and they found no evidence that this was associated with 
any thrombotic condition.—I am, etc., 
S. B. STOKER. 


Ossett, Yorks. 
REFERENCES 


1 British Medical Journal, 1947, 2, 838. 
Ibid., 1951, 2, 360. 
® Surgery, 1949, 26, 548. 


Long-term Prognosis in Infantile Eczema 


Sir,—Like Dr. M. J. Purdy (Journal, June 20, p. 1366), 
we have been interested in the prognosis of infantile eczema, 
and have completed a survey of patients who had suffered 
from this common condition. There are difficulties inherent 
in any retrospective inquiry of this~sort; they call for 
understanding rather than criticism, and we do not there- 
fore propose to discuss the minutiae of his stimulating paper. 

Dr. Purdy states that “...of the group of infants 
with eczema under study, between 33 and 56% were 
destined to many years or a lifetime of grave disability,” 
and continues by remarking that “this, when one is con- 
fronted with a case of infantile eczema, is a sobering 
thought.” The inference is inescapable that the ominous 
first statement applies to all cases of infantile eczema, and 
here, surely, a protest must be made. 

We feel that Dr. Purdy cannot really intend to apply 
his conclusions to all cases. The patients referred to 
hospital form a selected group containing the most severe 
forms of the disorder. For every one so referred there 
must be many milder ones, who are satisfactorily dealt 
with by general practitioners ; and there must be very many 
more, probably milder still, who do not reach the prac- 
titioner. To base prognosis on the worst cases is fallacious. 
it is also bound to cause unnecessary distress to parents of 
the uncalculated and incalculable number of infants with 
milder forms of eczema, many of whom recover completely 
and in whom there is no evidence whatever to suggest 
that the sequelae described do, in fact, commonly develop.— 


We are, etc., RoBert WaRIN. 


JoHN APLEY. 
Bristol. Mary Vow Les. 


POINTS FROM LETTERS 


Guilty or Not Guilty ? 

Dr. P. S. Carton-Ketty (Hereford) writes: In a recent hear- 
ing before the Disciplinary Committee of the General Medical 
Council a doctor was found not guilty of infamous conduct in a 
professional respect. The Committee, on announcing its deci- 
sion, used the words, “ The facts alleged against you have not 
been proved to its satisfaction.” Surely “not been proved” 
implies more than a certain element of guilt, and indeed the 
public on reading this may well say it looks as though he was 
guilty but it could not prove it. In my opinion this is a little 
hard on the doctor. Surely he is either guilty or not guilty, and 
such words as “not been proved” should be omitfed from the 
verdict. 


Acute Appendicitis with Gastro-enteritis 

Dr. E. Saputer (Sutton, Surrey) writes: I have recently had a 
case of acute appendicitis in a boy of 12 who had begun the same 
morning with a clear-cut gastro-enteritis—the third case in the 
same household within a few days. A gangrenous, normally 
placed appendix was removed that night. I have since heard of 
two other recent similar cases, in one of which the appendix 
grew a pure culture of Shigella sonnei. It seems quite plausible 
that the one condition should occasionally lead to the other, but 
the standard textbooks do not-seem to describe this. If, as it 
appears, this is a valid sequence of events, then extra care will be 
meeded to avoid missing an appendix in what is otherwise a mild 
outbreak of food-poisoning or dysentery. 


Obituary 


ARTHUR MARTIN-LEAKE, V.C. and Clasp, F.R.C.S. 


We record with great regret the death at his home near 
Ware on June 22 of Lieutenant-Colonel Arthur Martin- 
Leake at the age of 79. By his bravery in two wars— 
the South African war and the first world war—he 
became the first man to be awarded a clasp to the 
Victoria Cross. Only two others have won the Victoria 
Cross twice, and one of these was also a doctor, the 
late Captain N. G. Chavasse, R.A.M.C. The highest 
honour within the gift of the British Medical Association 
—the Gold Medal of the Association—was awarded to 
Martin-Leake in 1915 for 
“extraordinary bravery 
and devotion to duty on 
the field of battle in South 
Africa and in Belgium.” 
His record is one of which 
the medical profession will 
always be proud. 

Arthur Martin-Leake 
was born at Highcross in 
Hertfordshire on April 4, 
1874, the fifth son of the 
late Mr. Stephen Martin- 
Leake, and came of a 
family well known in the 
south of Ireland. His grandfather had been a distin- 
guished naval officer of the old school; one of his 
ancestors was Sir John Leake (1656-1720), commander- 
in-chief of Queen Anne’s fleet, and another was 
Stephen Martin-Leake (1702-73), Garter King of 
Arms. He was educated at Westminster School and at 
University College, where he became assistant demon- 
strator in anatomy and physiology. After completing 
his clinical training at University College Hospital, he 
qualified M.R.C.S., L.R.C.P. in 1898, and was appointed 
house-physician at the hospital. He then held a resident 
appointment at the West Herts Infirmary, Hemel Hemp- 
stead, but on the outbreak of war in South Africa in 
1899 he enlisted as a trooper in the Hertfordshire Yeo- 
manry because he could not obtain immediate employ- 
ment as a medical officer, and he transferred to the 
Baden-Powell Police in the following year. Eventually 
he received a commission as a medical officer in the 
South African Constabulary, and served until he was 
invalided home after being wounded at Vlakfontein in 
the action at which he won the Victoria Cross. The 
official citation read as follows: 


“ During the action at Vlakfontein on February 8, 1902, 
Surgeon-Captain Martin-Leake went up to a wounded man, 
and attended to him under a heavy fire from about forty 
Boers at 100 yards range. He then went to the assistance 
of a wounded officer, and while trying to place him in a 
comfortable position, was shot three times, but would not 
give in till he rolled over thoroughly exhausted. All the eight 
men at this point were wounded, and while they were lying 
on the veld Surgeon-Captain Martin-Leake refused water 
till everyone else had been served.” 


Martin-Leake took the F.R.C.S. in 1903, and in the 
following year he joined the staff of the Bengal-Nagpur 
Railway, remaining with the company for over 30 years. 
In 1912 he interrupted his leave and joined a Red Cross 
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unit in Montenegro for service in the Balkan war. When 
the war of 1914-18 began Martin-Leake was in Cal- 
cutta. He obtained immediate leave of absence from 
his railway duties, and, after an adventurous journey, 
he entered France as a civilian dressed in an old volun- 
teer uniform, having had to make a sudden and surrepti- 
tious departure from Malta, where orders had been 
issued for the arrest of certain civilians who had landed 
on the island without permission. At Army headquarters 
in France he was being advised to report to the War 
Office in London, when an urgent call for medical officers 
came in, and he was sent straight to the Sth Field 
Ambulance of the 3rd Division. In 1915 he was awarded 
the bar to his Victoria Cross after the first battle of 
Ypres. Field-Marshal Sir John French made special 
reference to his gallantry in a dispatch of January 14, 
1915, and King George V presented the clasp to Martin- 
Leake at Windsor Castle on July 24. The official cita- 
tion described his “most conspicuous bravery and 
devotion to duty throughout the campaign, especially 
during the period October 29 to November 8, 1914, near 
Zonnebeke, in rescuing, whilst exposed to constant fire, 
a large- number of the wounded who were lying close 
to the enemy’s trenches.” After a period of service 
in Corfu and Italy with the Adriatic Mission later in 
1915 he returned to France in the following year, being 
given command of a field ambulance and a casualty 
clearing station and attaining the rank of lieutenant- 
colonel. After the war he returned to India, where he 
stayed until he resigned the position of chief medical 
officer of the Bengal-Nagpur Railway in 1937. He 
then went on a shooting trip to Nyasaland and Portu- 
guese East Africa. During the last war he was in com- 
mand of a mobile medical unit in Hertfordshire. He 
occupied himself in his retirement by managing his 
considerable estate and garden at Marshalls, near Ware, 
and by writing and illustrating a book on hunting in 
India. In 1930 he married Winifred Frances, the widow 
of Mr. C. W. A. Carroll, but to his great sorrow his 
wife died only two years after their marriage. 

[The photograph of Colonel Martin-Leake is reproduced by 
kind permission of the editor of the Army Medical Services 
Magazine.] 

We are indebted to Dr. AUBREY BARKER for the following 
appreciation: Arthur Martin-Leake was the youngest of 
six brothers, all distinguished in their careers. One was an 
Admiral of the Fleet, others in the Army, and one was a 
pioneer balloonist, an activity which led to his early death. 
They were all imbued with a strong love of their country, 
pride in the Empire, and devotion to duty ; and to all this 
they brought unusual intellectual gifts and practical ability, 
as well as great resolution and contempt of danger. As a 
family they were typical of the best Victorian traditions. 
Arthur had his full share of all this, and the V.C. and bar 
which he won were certainly earned by such a man without 
conscious ‘effort. 

‘I knew him best after his retirement, when life was still 
overflowing with interests. To the end he was a keen doctor 
and kept up to date in a wonderful way. During the last 
war he commanded the local A.R.P. unit with signal en- 
thusiasm and success. When one of his brothers was ill 
and no trained nurse could be found he took on the nursing 
and was like any devoted nurse. During his own last illness 
he laughingly complained that his doctors didn’t know 
what was the matter with him. But they did, and so did 
he: he would not give in. He had many hobbies: a keen 
motorist, he even rode a motor-bicycle a year before his 
death, and rather resented the insurance company requiring 
a medical certificate. At one time he held a pilot’s licence 
and flew his own plane. He was no mean artist, but not of 
the modern school: his shepherds looked like shepherds. 


He spent much of his later years in the garden, and was 
proud of his vegetables. One of the memories that I cherish 
is of Arthur in the kitchen, wearing a surgical coat, cooking 
herrings, with his cheeks well floured and a cigarette in his 
mouth. He was not interested in himself; his friends and 
neighbours came easily first. He was a great man, a simple 
man, and a character to admire and love. 


ROBERT GEORGE HOGARTH, C.B.E., F.R.C.S. 


We announce with regret the death on June 29 of 
Mr. R. G. Hogarth, who was the oldest of the 
Association’s Past Presidents. When the Association, 
after more than a third of a century, returned to 
Nottingham for its Annual Meeting in 1926 Mr. Hogarth 
was nominated unanimously by his colleagues in the 
Nottingham Division for the presidential office. 

Robert George Hogarth was a Scotsman, a native of 
the Border county of Berwickshire, and was born on 
May 15, 1868. He was 
educated at Felstead 
School, and went on for 
his medical training to 
St. Bartholomew’s, quali- 
fying in 1891. After hold- 
ing some resident appoint- 
ments at St. Bartholomew’s 
and a post as_ house- 
surgeon at Wolverhamp- 
ton, he went to Notting- 
ham as senior resident 
medical officer at the 
General Hospital in 1894. 
In the same year he be- 
came a Fellow of the 
Royal College of Sur- 
geons of England. He quickly won recognition in 
the East Midlands as a cultured and skilful surgeon. 
He started private practice at a house in the Rope- 
walk, Nottingham, where the pay-bed wing of the 
hospital now stands, and throughout his career he 
continued to serve the General Hospital successively 
as assistant surgeon, surgeon, and senior surgeon. His 
interest in the hospital was not only in its medical service 
but in its administration, and he was the only medical 
man in its line of presidents. He was also Jits vice- 
chairman and the moving spirit in the building and 
equipment of its pay-bed wing. He had long advocated 
the setting up of such a department in all large hospi- 
tals. Nottingham did not move in the matter as quickly 
as some other cities, but he succeeded eventually in con- 
vincing all concerned of the value of the project and 
did a great deal towards raising the money. He was also 
honorary surgeon to the Samaritan Hospital for Women 
and the Children’s Hospital, and consulting surgeon to 
the Gringley Convalescent Home. He was associated 
with the British Empire Cancer Campaign, a member 
of its Grand Council, and chairman of the Notting- 
ham Branch, and it was largely due to his efforts that 
there was established in Nottingham a radiotherapeutic 
centre which to-day is regarded as one of the best in 
the country. In 1948 the centre was renamed “ The 
Hogarth Radiotherapeutic Centre” in recognition of 
his services. He was a member of the Council and of 
the disciplinary committee of the Royal College of 
Surgeons. 

Before he came to the presidency of the British Medi- 
cal Association he was chairman of the Nottingham 
Division and in the same year president of the Mid- 


[Nottingham Guardian 
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land Branch. He served for three years on the Central 
Council, and in recognition of his services was elected 
a Vice-President. After his tenure of office he rendered 
some valuable assistance to the Association in the con- 
ference concerning patents which was set up in 1931-2. 
He was a past president of the Nottingham Medico- 
Chirurgical Society and a-Fellow of the Royal Society 
of Medicine and of the Association of Surgeons of Great 
Britain. He contributed from time to time papers to 
the medical journals, his first, apparently, being a paper 
in the Journal on “The Treatment of Cut Throat,” 
written at the time when he was resident medical officer 
at the Nottingham General Hospital. In 1948 he pub- 
lished a book of memories entitled The Trent and.1 
Go Wandering By. For his work as consulting surgeon 
to the military hospitals in the Nottingham district in 
the 1914-18 war the C.B.E. was conferred upon him in 


— 1918. In 1927 he was made Hon. LL.D. of the Uni- 
oH | versity of Edinburgh, being presented as one who had 
— “long held a very high place in the realms of surgery.” 

> He was appointed a Deputy Lieutenant for the county 


we of Nottingham in 1948. 

In his young days Hogarth was a great sportsman. 
He played football with some famous teams, including 
the Corinthians and the London Caledonians, and occa- 
~ } sionally he played for Wolverhampton Wanderers. He 
ws 1 was also at one time a noted sprinter and jumper, win- 
ning the amateur long-jump championship of Britain in 


he 1890. His interest in football and cricket continued 
ae until the end of his life. He had been president of 
the Nottingham Forest Football Club and of the 


Nottinghamshire Cricket Club. 
“oe In 1897 he married a Nottingham lady, Miss Mabel 
rf Winifred Lynam, by whom he had one son. The celebra- 


— tion of their golden wedding at their home, still in the 
re Ropewalk, evoked many manifestations of affection and 
esteem. Mrs. Hogarth died in 1952. 


M. N. SMITH-PETERSEN, M.D., F.A.CS. 


We announce with regret the death in Boston, Mass., 

on June 16 of Dr. M. N. Smith-Petersen, recognized as 

a leading orthopaedic surgeon not only in N. America 
but throughout the world. 

Marius, Nygaard Smith-Petersen was born in Grimstad, 

‘s Norway, on November 14, 1886. He went to the United 

Me States at the age of 17 and continued his education at 

the universities of Chicago and Wisconsin, where he was 

an instructor in physiology from 1910 to 1912. After 

graduating in medicine at Harvard in 1914 and holding 

resident appointments at the Peter Bent Brigham and 

Massachusetts General Hospitals he was appointed assis- 

tant in orthopaedic surgery at the Harvard medical 

school, later becoming an instructor, and finally clinical 

professor of orthopaedic surgery. From 1929 to 1946 he 

was chief of the orthopaedic service at the Massachusetts 

General Hospital. Among the distinctions which he won 

in the U.S.A. was presidency of the American Academy 

of Orthopaedic Surgeons. His great surgical skill and 

ingenuity and his attractive personal qualities won him 

admirers and friends all over the world, especially in his 

native land of Norway and in Britain. It is only a year 

_ since he read a paper at the Section of Orthopaedics 

at the Royal Society of Medicine entitled, “ Lessons 

Learned from 14 Years’ Experience with Mould Arthro- 

plasty of the Hip-joint.” On that occasion he was pre- 

sented with the diploma of Honorary Fellowship of the 

Royal Society of Medicine by Lord ene, who 


said that Smith-Petersen’s pioneer work had brought re- 
lief of pain to thousands. Mr. H. J. Seddon also paid a 
warm tribute to Smith-Petersen, who, he said, had been 
endowed with a mechanical genius which he had used to 
full advantage. Some measure of Smith-Petersen’s inter- 
national fame can be judged from the list of other 
societies to which he had also been elected an honorary 
member: the Norwegian Surgical Society, the Italian 
Society of Orthopaedic Surgery and Traumatology, the 
Royal Medical Society of Edinburgh, the British Ortho- 
paedic Association, and the Canadian Orthopaedic 


Association. 
Dr. Smith-Petersen married Hilda Dickinson in 1917, 
and there were three children of the marriage. 


We are indebted to Mr. W. ALEXANDER Law for the 
following appreciation: With the death of Dr. M. N. Smith- 
Petersen the world has lost not only one of its leading 
orthopaedic surgeons but one of the greatest thinkers in the 
art and science of surgery. 

His name has been closely associated with the surgery 
of the hip-joint throughout his professional lifetime, since 
he described his anterior approach to the hip-joint when 
completing his orthopaedic training as a resident at the 
Massachusetts General Hospital, where ultimately he became 
chief of the orthopaedic service. His three outstanding con- 
tributions to modern orthopaedic surgery were the use of 
a three-flanged nail in fixation of femoral neck fractures, 
the development of arthroplasty of the hip—culminating in 
the use of a vitallium mould—and the correction of a severe 
rigid kyphosis by the spinal osteotomy procedure ; but he 
spent a great deal of time and thought in all aspects of 
reconstructive surgery, particularly for the unfortunate 
arthritic patient. In this respect he worked in close liaison 
with the physicians and physical-medicine experts, stressing 
the value of team-work in treating these cases ; but once he 
had carried out an operative procedure his detailed personal 
supervision of the subsequent rehabilitation programme was 
probably unique and was typical of the care and thorough- 
ness he devoted to all his work. 

His careful dissection and gentleness with the tissues were 
outstanding features of his operative work, and in these 
respects he had been influenced undoubtedly by contact with 
Harvey Cushing. Every operation followed an anatomical 
plan, both in exposure and in closure, and is exemplified 
in the way he designed the spinal osteotomy operation in 
detail on paper before putting it into execution most 
dramatically and successfully. 

His personal qualities endeared him to all who came into 
contact with him. Although he was somewhat sensitive and 
shy, his greatness was thrown into relief by his humility and 
sincerity, and he was never happier than when he was 
surrounded by his students and pupils. Norway, the land 
of his birth, always lay close to his heart, and his visits there 
in recent years were sources of great joy and uplift. His 
own kindliness and generosity matched in full the hospitality 
and warmth of welcome he came to receive in his native 
land. 

In post-war years he visited Great Britain in 1947, 1948, 
and 1952. On the first two occasions he addressed the 
British Orthopaedic Association and delivered the Moynihan 
Lecture at Leeds University. Last year, accompanied by his 
wife, he was present at the meeting of English-Speaking 
Orthopaedic Surgeons in London, and was also able to visit 
many of his friends in other cities before going on to 
Norway. 

Our memory of him, therefore, is recent, although his 
work and writings will last for all time. His quiet smile and 
sly wink will never be forgotten by his patients and friends, 
but above all will stand his philosophy of life which he 
described in these words—written to his godson—“ Derive 
happiness from doing for others. This is a privilege we 
all have at all times—no one can take it from us.” To his 
wife, daughter, and two sons we extend our deepest 
sympathy in their sad loss. 
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F. H. LAHEY, M.D., F.A.C.S. 


The death of Dr. Frank H. Lahey on June 27, only 
eleven days after the death of Dr. Smith-Petersen, means 
the loss of another great figure in American, and Boston, 
surgery. He was 73 years of age. Only a few days 
before his death he had been present at the operation 
on Mr. Anthony Eden: this took place in the New 
England Baptist Hospital in Boston. 

Frank Howard Lahey graduated in medicine at 
Harvard University in 1904, and after being an instruc- 
tor in surgery at Harvard at an early stage in his career 
he was appointed professor of clinical surgery in Tufts 
Medical School. During the first world war he served 
as a major in the Army Medical Corps and was director 
of surgery at an evacuation centre in France. On his 
return to Boston his reputation as a great surgeon spread 
throughout N. America, until, in 1940, the Journal of 
the American Medical Association had this to say of 
him: “It is doubtful that any other surgeon in the 
United States is more widely known to the medical pro- 
fession throughout the nation.” By that date Lahey, 
who had been professor of clinical surgery at the Har- 
vard Medical School in 1923-4, was surgeon in chief of 
the- New England Deaconess and New England Baptist 
Hospitals, and of course director of surgery in the 
Lahey Clinic, one of the best-known private clinics in 
the U.S.A. and visited by surgeons from the world over. 
To all of them Lahey put himself out to be helpful and 
to make their visits rewarding. 

Lahey wrote easily and clearly about many subjects, 
though the majority of his contributions were on 
thyroid and abdominal surgery. As well as editing the 
Lahey Clinic Bulletin for many years, he had been a 
member of the editorial boards of Surgery, Gynecology, 
and Obstetrics, and of the New England Journal of 
Medicine. To mark his sixtieth birthday in 1940 a birth- 
day volume was published containing contributions from 
many of his surgical colleagues who wished to acknow- 
ledge their debt to his teaching. 

Honours came to him in profusion. He was elected 
president of the American Medical Association in 1941. 
During the second world war he was chairman of the 
medical consulting board to the U.S. Navy, and he served 
for some of the war in the Pacific theatre of operations. 
He was also chairman of the directing board of the 
procurement and assignment service for the medical 
branches to the armed services. In 1947 the Royal 
College of Surgeons of England paid him the high 
honour of electing him to an honorary fellowship of 
the College. Several American universities conferred 
honorary degrees on him, and the Boston Surgical 
Society awarded him the Jacob Bigelow Medal in 1946. 

Dr. Lahey married Miss Alice Wilcox in 1909, and she 
survives him. His many friends in this country will 
wish to extend their sympathy to her. 

We are greatly indebted to Sir HENEAGE Ocrvik for the 
following appreciation: Frank Lahey’s death removes one 
of the great figures of international surgery. For something 
like a quarter of a century his name has been one to conjure 
with, and his clinic has attracted visiting surgeons from every 
corner of the world. Lahey was a real Irishman, in appear- 
ance a cross between those two great Irishmen, Lord Moyni- 
han and Steve Donoghue. In his public appearances he 
reminded one of Moynihan, speaking with the same natural 
eloquence, facing and dominating his audience ; in private 
he had Steve’s short stature, quick movements, and merry 
twinkle. 

As a speaker he was without a rival. He soate without 
notes, yet elegantly and convincingly. He arranged his 


subject-matter logically. He had all his figures at his finger- 
tips, and he could discuss the formulae of new drugs and 
their physiological action as one to the laboratory born. 
His facts supported his argument, but never overloaded it. 
The admiring listener could not help realizing that no one 
could speak so well without having spent hours in the pre- 
paration of the paper, or achieve that natural delivery with- 
out spending more hours in modifying and rehearsing the 
script. Yet he was equally good in the rough and tumble | 
of debate. He could convince the doubter. He could de- 
fend himself when attacked, and by a ready phrase turn the | 
tables on his opponents, yet without causing offence or 
making enemies. Off duty he was the most charming of 
companions and the best of raconteurs. 

Lahey’s reputation as a surgeon, and that of his clinic, 
was first made on thyroid surgery. He did these operations 
in thousands and did them with remarkable dexterity. He 
made a point of displaying both recurrent laryngeal nerves, 
and he was particularly interested in intrathoracic goitres, 
of which he had accumulated a large series. Latterly he was 
better known as an abdominal surgeon. He was a pioneer 
in total gastrectomy. The spleen, the pancreas, and the 
biliary apparatus were among his interests, and his clinic 
had a far greater experience of resection of the pancreas for 
cancer and of repair of the common bile duct after injury 
than any institution of similar size in the world. He was a 
leader in the surgical treatment of ulcerative colitis. In 
colonic surgery he was always striving for greater safety, 
and the two-stage resections of the right colon and of the © 
rectum associated with his name were designed with that 
end in view. He planned many instruments, all a little 
finer and a little lighter in the hand than others. 

The memory that will remain to those who knew and 
loved Frank Lahey is of a great leader and a lovable man, 
of a surgeon who seemed at his best when facing the impos- 
sible, of a friend whose warm-hearted welcome was offered 
alike to the distinguished visitor and the humble seeker after 
knowledge. We have not heard the manner of his death, 
but he seems to have gone suddenly, as he would have 
wished. He would have hated to leave the clinic he had 
founded and which he had Jed for so long. He would have 
hated even more to feel that he was getting past his best. 
Till the end he was skilful, kindly, and vital. As such we 
shall remember him. 


A. J. M. WRIGHT, M.B., F.R.CS. 


The death of Mr. A. J. M. Wright on June 11 at the age 
of 70 after a very short illness came as a great shock to 
his colleagues and friends. His perennial energy and 
interest in everything that was going on tended to make 
them forget his age. 

Andrew John Metford Wright was born at Clifton, 
Bristol, on November 7, 1882. His mother was a 
daughter of the famous Dr. William Budd, who 
startled the medical world in 1852 by not merely 
asserting but demonstrating that typhoid fever was infec- 
tious ; and again in 1867 with a similar thesis about 
phthisis. Wright was educated at Blundell’s and entered 
the Bristol medical school in 1901. He did his clinical 
work at the Bristol Royal Infirmary and qualified 
M.R.CS., L.R.C.P. in 1905. During the ensuing years 
he held several resident appointments at Bristol Royal 
Infirmary, and in 1907 graduated M.B., B.S. from the 
University of London, gaining honours in medicine and 
in surgery. In 1910 he took the degrees of M.B., Ch.B. 
of the then new University of Bristol, and in the same 
year he obtained the diploma of F.R.C.S. 

Wright was appointed surgical registrar at Bristol 
Royal Infirmary in 1911 and surgeon to the ear, nose, 
and throat department of the Bristol General Hospital 
in 1913. On the outbreak of war in 1914 he served first 
in the Royal Engineers, both in this country and over- 
seas, returning in 1916 to receive a commission in the 
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R.A.M.C. After the war he resumed his consultant 
practice and for some years was an energetic secretary 
of the Bristol Medico-Chirurgical Society. In 1921 he 
was appointed lecturer in charge of the department for 
disease of the ear, nose, and throat in the University 
of Bristol, an appointment that afforded scope for his 
ability in teaching and organization. He rapidly won 
the trust and esteem of his colleagues, as was shown 
by his busy consulting practice and by the offices to 
which he was elected. When the British Medical Asso- 
ciation held its Annual Meeting at Portsmouth in 1923 
Wright held office as one of the vice-presidents of the 
Section of Laryngology and Otology, and he served in 
a similar capacity when the Association met at Winnipeg 


‘in 1930. He was president of the Bath, Bristol, and 


Somerset Branch of the Association in 1934—S ; president 
of the Section of Otology of the Royal Society of Medi- 
cine in 1945-6, and president of the Section of Laryngo- 
logy of the Society in 1947-8 ; and in 1946 he was direc- 
tor of postgraduate studies in the University of Bristol. 
In 1932 he delivered at Bristol University the Long Fox 
Memorial Lecture on the subject of deafness, and in 
1949 he was Semon Lecturer of the University of Lon- 
don. Unfortunately he wrote relatively little. In his 
Semon Lecture he discussed tonsillar function, conclud- 
ing that there was, in fact, very little concrete evidence 
to support the view that the tonsils play an important 
part in immunity. Apart from a few minor contribu- 
tions, his other writings, which testify to his continuing 
interest in the various aspects of otology, included papers 
on the problem of deafness, cochlear deafness, Méniére’s 
disease, and aural vertigo. To the latter especially he 
gave much thought, and developed a special technique 
for injecting alcohol through the foot-plate of the stapes. 

Apart from clinical matters Wright was intensely 
interested in medical education and in hospital manage- 
ment. For many years he devoted much time and care 
to the affairs of the Chesterfield Nursing Home. In 1943 
he was elected to the Bristol City Council, and was 
chairman of its health committee for five years before 
he retired last year ; and for three years he was chair- 
man of the Cossham and Frenchay Hospital Manage- 
ment Committee, at which he presided for the last time 
only a few days before his death. During the last war 
he served as an officer in the Home Guard. 

An unsparing and indefatigable worker, Wright 
retained throughout his life the spare, almost gaunt, 
appearance which was a legacy of early ill-health. 
Indecision ‘or insincerity aroused his severe condem- 
nation: but socially he was somewhat diffident and 
retiring, so that many who did not know him well found 
him rather unapproachable. For many years he spent 
what leisure he could snatch from an extremely busy 
professional life in a very simple bungalow on the slopes 
of Cadbury Camp, some miles from Bristol, where bird- 
watching afforded him inexhaustible pleasures. And 
when he could get away le enjoyed sailing, using as his 
base his house at Feock, at the head of the Fal estuary. 
He leaves a widow, to whom we tender our sincere 


sympathy. 


Dr. P. J. J. MAHER died at the Royal Southern Hospital, 
Liverpool, on May 20 at the early age of 35. Patrick John 
Joseph Maher was born at Roscrea, Co. Tipperary, Eire, on 
March 26, 1918, and was educated at University College, 
Galway; graduating B.A., with first-class honours in classics, 
in 1939. Later he turned to medicine and took the degrees 
of M.B., B.Ch. of the National University of Ireland in 
1948. He held house appointments before entering general 


practice, first-as an assistant and then, in 1950, on his own 
account in a single-handed practice at Queensferry, Flint- 
shire. In that area he had begun to establish himself as 
a sound, conscientious, and reliable family practitioner, 
when ill-health first made its presence felt some two years 
ago. His many great qualities became even more apparent 
against the backcloth of an illness which was bound to 
prove fatal. Despite this knowledge he continued in active 
practice until a few days before he died, giving sound advice 
and treatment to many who were far fitter than himself. 
Maher was strengthened and supported not only by a 
strong faith in a life beyond this material world but also 
by a devoted wife and two small sons. To them the deepest 
sympathy of his fellow practitioners, his friends, and his 
patients is extended.—G. A. K. 


Medical Notes in Parliament 


Maternity Benefits 


The third reading of the National Insurance Bill was 
moved in the House of Commons on June 25 by Mr. R. H. 
Turton. He said the Bill proposed to increase the money 
available for expectant mothers and to improve the type of 
maternity benefit. It had been generally approved on both 
sides of the House, and closely followed the report of the 
National Insurance Advisory Committee. 

Mr. W. KEENAN feared that the increased grant would in- 
duce some mothers to stay at home when they should go to 
hospital. 

Dr. BARNET Stross said that if Parliament desired the 
lowest possible maternity and infant mortality rates they 
should plan to ensure that women had their first children 
safely. Once that had been done the hospital and nursing- 
home were less necessary. They should make it possible for 
women to have their first babies in hospital or nursing-home 
under specialist care. 

The Bill was read a third time. 


Industrial Injuries 

Mr. OsBerRT PEAKE, On June 25, moved the second reading 
of the National Insurance (Industrial Injuries) Bill. He said 
it covered points affecting the structure or machinery of the 
new scheme embodied in the Act of 1946. A provision in 
the Bill made the definition of the injury period less rigid 
so that disablement benefit could always start when injury 
benefit left off. The most important provision of the Bill 
was designed to relax the conditions for long-term disable- 
ment benefit. At present some 8,000 claimants failed to 
qualify. The Bill abolished the condition of permanence 
for drawing this benefit and enabled disablement benefit to 
be paid wherever there was an assessment of only 1%. The 
scope of insurance for industrial injury was to be extended 
to include some classes’ of mariners and airmen. Another 
clause would enable an injured workman who had received 
a gratuity to obtain hospital treatment allowance in a modi- 
fied form while in hospital for treatment. 

Dr. EpittH SUMMERSKILL said the Bill would affect a 
large number of .workers, particularly sick and injured 
miners. Dissatisfaction had been expressed with the quality 
of many medical board and medical appeal tribunal 
decisions. In many cases there had been overemphasis of 
the amount of disability attributable to a pre-existing con- 
dition. She was told there were cases where workmen had 
been given inadequate assessments although their claims had 
been supported by specialists. Men who were specialists in 
this kind of work might be invited to serve on the tribunals. 
Provision could be made for attendance by the proper 
specialists at the medical board’s final assessment of dis- 
ablement. The Minister could make representations to the 
teaching hospitals. There were too few dermatologists. 
Medical schools could be approached with the suggestion 
that promising students might be informed that certain 
fields were not overcrowded. 
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Mr. HAROLD FINCH contended that a penalty was being 
placed on a man who tried his best to continue at his work. 

Dr. H. Moraan said the medical profession, the finest and 
keenest in the world, was taught too little in a medical sense 
of the subject of industrial injuries. There were few medical 
schools in which there were really competent teachers on 
pneumoconiosis. Many officers doing this work, even in 
Government departments, were not up to modern standards. 
Men on medical boards tried to do their best with the know- 
ledge at their disposal, but had not full knowledge or experi- 
ence. One of the first things:the Government must do was 
to reform the medical boards. 

Dr. BARNET Stross said that since 1924 several cases of 
cadmium poisoning had been reported, yet cadmium was 
still not on the schedule. Beryllium poisoning had been 
scheduled without a single case having been found in this 
country. At present the medical tribunal consisted of a 
legal chairman and two medical assessors, but lay people 
who understood the environment of an injured workman 
might often be more successful than were the medical men 
in estimating the loss suffered. 

After further debate Mr. R. H. Turton said the Govern- 
ment had not previously heard of great dissatisfaction with 
the work of the medical boards and medical appeal tri- 
bunals, He did not think it practicable to have a specialist 
on every board. He asked the House not to overburden the 
Bill. 
The Bill was read a second time without a division and 
was sent to a Standing Committee. ; 


New Hospital Buildings 

On June 25 Mr. ARTHUR Lewis asked what action the 
Minister of Health was taking to provide new hospital build- 
ings and more staff ; and whether he would provide long- 
stay annexes and half-way houses for hospital patients who 
did not require constant medical attention. 

Mr. MACLEOD replied that hospital boards, which were 
responsible for planning hospital capital development, were 
undertaking it up to the maximum of the resources available 
for the purpose. The need for accommodation of the kind 
referred to in the last part of the question, along with other 
needs, was taken fully into account by the boards in framing 
their programmes. The steps taken to obtain more staff 
depended on the particular circumstances of each case and 
the kind of staff required. 


Military Hospitals 

Mr. SOMERVILLE HASTINGS on June 23 asked the Secretary 
of State for War whether, in view of the recent disclosures, 
he would institute an inquiry as to the organization and 
administration of military hospitals and the desirability of 
the treatment of Service patients in civil hospitals as in the 
late war. 

Mr. ANTHONY HEapD said he had been into the whole of 
this serious occurrence (see Journal, June 27, p. 1453) most 
carefully and was convinced that it was caused not by any 
fault in the method of procedure laid down for Army hos- 
pitals but by the failure of certain individuals to carry out 
their duties. 


The Services 


\ 


_ Surgeon Lieutenant-Commander C. E. Shafto, R.N.V.R., has 
been awarded the R.N.V.R. decoration. 

Brigadier C. W. Greenway, C.B.E., late R.A.M.C., has been 
appointed a Deputy Director of Medical Services and granted 
the temporary rank of Major-General. 

Colonel (Temporary Brigadier) A. E. Campbell, late R.A.M.C., 
has been appointed Director of Army Health, War Office, in 
succession to Major-General T. Young, C.B., O.B.E., Q.H.P., 
late R.A.M.C., who has retired. 

Colonel (now Brigadier) W. A. D. Drummond, C.B.E., late 
R.A.M.C., has been appointed a Director of Medical Services 
and has been granted the temporary rank of Major-General. 


(No. 23) and corresponding week 1952. 


Figures of cases are for the countries shown and London administrative 
Figures of deaths and births are for the 160 great towns in 
England and Wales (London included), London administrative my ey 


county. 


‘INFECTIOUS DISEASES AND VITAL STATISTICS 
Summary for British Isles for week ending June 13 


17 principal towns in Scotland, the 10 principal towns in Northern Ire’ 
and the 14 principal towns in Eire. 


A blank space denotes disease not notifiable or Bighan o- available. 


The table is based on information supplied by al of 
«England and “Wales, Scotland, N. Ireland, and Eire, the Ministry of Health 
and Local Government of N. Ireland, and the Department of Health of Eire. ‘ 
1952 

in Countries Sigis | 

and London | 8 Biz 
Diphtheria . . 4 7 O 295 OF 6| 

| <=} | 
Dysentery .. 94' 128) 3 38) 87) 1) 2 
Enteric fever: | 
Typhoid . . 6 5 6} 1 
Paratyphoid 5} 1 0 1 13} 1/1(A)| 01@) 
| 4B) 
Food-poisoning 241 2s} | 0 205 0 
Infective enteritis or 
diarrhoea under | 

2 years .. + | | 20) 14 11, 25 
Measles* 7,532) 207 486 259 313) 6,348, 553 404) 192, 315 
=". 25} 1) 144 O| 3 

Ophthalmia neona- | 

| 40 3 11; 36, 2 
Pneumoniat .. | 366, 21 181 | 371| 14 164) 5| 3 

Poliomyelitis, acute: 

Non-paralytic . 22; #1 
Puerperal fever§ .. | 225 37 8 1 204 29 11) 
Scarlet fever 1,055; 64 163) 50 57 843) 72) 189) 14) 43 - 
Tuberculosis : 

Respiratory 168) 37 136| 32 

Non-respiratory.. | 23, 1 27; 8 
Whooping-cough .. | 3,545) 306) 576 44° 2,075] 112) 173) 74, 90 

1953 . 1952 
DEATHS 
Zz Zz 

Diphtheria . . 0 0 0 0} 
Dysentery .. 1 0 6060 0 
Encephalitis, acute. . 1 0 0 0 
Enteric fever 60} 0 0 
Infective enteritis or 

iarrhoea under 

2 years .. 6 O| 4 3 12 1 0 
Influenza at 60 3} OF 2 0 
Measles... ae 0 1 0 0 
Meningococcal infec- 

tion 5% 0 
Pneumonia 163; 30) 15) 10) 135] 23 11) 4 
Poliomyelitis, acute 0 0 0 
Scarlet fever 0} 60 0 0 
14} 13} 2) 4 10} 10) 14) 10 

espiratory ‘ 

Non-respiratory... 95/4 3, 0 0 o 
Whooping-cough .. 4 1 5 1 
Deaths 0-1 year .. 235} 34) 30) 7 16 206} 24) 21) 12) 9 
Deaths (excluding 

stillbirths) .. | 4,636] 719) 536) 96) 177] 4,285) 591} 509) 111) 130 
LIVE BIRTHS ... | 8,424/1134) 936) 249) 488] 6,966)1094/ 946) 400 
STILLBIRTHS .. 203} 20 186; 23) 22 


* Measles not notifiable in Scetland, whence returns are approximate. 


t Includes primary and influenzal 
pyrexia 


§ Includes pverperal 


monia. 
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Vital Statistics 


The downward trend in the incidence of infectious diseases, 
which has been a feature of recent weeks in England and. 
Wales, was interrupted during the week ending June 13. 
The largest rises in the number of notifications were 1,174 
for whooping-cough, from 2,371 to 3,545; 297 for scarlet 
fever, from 758 to 1,055; 89 for dysentery, from 397 to 
486 ; 49 for acute pneumonia, from 317 to 366; while the 
only fall was 1,194 for measles, from 8,726 to 7,532. 

The fluctuation in the trend of whooping-cough was 
exceptionally large. The largest rises in the number of 
notifications were 128 in London, from 178 to 306; 121 
in Lancashire, from 209 to 330; 88 in Middlesex, from 115 
to 203 ; 88 in Durham, from 73 to 161; 86 in Essex, from 
163 to 249. The largest decreases in the incidence of measles 
were 148 in Lancashire, from 1,586 to 1,438 ; 124 in Surrey, 
from 300 to 176; 90 in London, from 297 to 207; 81 in 
Warwickshire, from 264 to 183. Small rises in the incidence 
of scarlet fever were reported from every region of the 
country ; the largest increases were 49 in Lancashire, from 
117 to 166; 27 in London, from 37 to 64. 17 cases of 
diphtheria were notified, being 7 more than in the preceding 
week. The cities of London and Birmingham, with 4 cases 
each, accounted for half of the total notifications of 
diphtheria. 

73 cases of acute poliomyelitis were notified during the 
week, and these were 15 more for paralytic and 7 more for 
non-paralytic cases than in the preceding week. The largest 
returns were Surrey 9 (Banstead U.D. 3), Middlesex 7 
(Heston and Isleworth M.B. 3), Essex 7 (Southend-on-Sea 


C.B. 2), London 5, Wiltshire 5 (Pewsey R.D. 4), Warwick- © 


shire 5 (Atherstone U.D. 3). 

The largest returns for dysentery were London 94 (Chelsea 
22, Westminster 14), Middlesex 54 (Hornsey M.B. 13, Ealing 
M.B. 9, Edmonton M.B. 9), Lancashire 53 (Liverpool C.B. 
22), Yorkshire West Riding 46 (Huddersfield C.B. 18, Leeds 
C.B. 10), Bedfordshire 36 (Luton M.B. 28), Surrey 34 (Sutton 
and Cheam M.B. 9), Kent 18, Leicestershire (Leicester C.B. 
16). The outbreak in the city of Leicester has persisted 
since the week ending March 7, and in the past 15 weeks 534 
cases have been notified. 


Graphs of Infectious Diseases 


The graphs below show the uncorrected numbers of cases 
of certain diseases notified weekly in England and Wales. 
Highest and lowest figures reported in each week during the 
nine years 1944-52 are shown thus -- ----- , the figures for 
1953 thus . Except for the curves showing notifica- 
tions in 1953, the graphs were prepared at the Department 
of Medical Statistics and Epidemiology, London School of 
Hygiene and Tropical Medicine. 
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Week Ending June 20 


The notifications of infectious diseases in England and | 


Wales during the week included scarlet fever 1,223, 
whooping-cough 4,104, diphtheria 25, measles 7,580, acute 
poliomyelitis 65, dysentery 557, paratyphoid fever 23, and 
typhoid fever 0. 


Industrial Accidents and Diseases 


The number of workpeople (other than seamen) in the 
United Kingdom whose deaths from accidents in the course 
of their employment were reported in May was 132, com- 
pared with 104 (revised figure) in the previous month and 
122 (revised figure) in May, 1952. The number of cases of 
industrial disease reported was 40, including lead poisoning 
5, anthrax 3, epitheliomatous ulceration 17, and chrome 
ulceration 15. There were no deaths.—Ministry of Labour 
Gazette, June, 1953. 


Food-poisoning in Lancashire 

Up to noon, June 29, about 1,200 cases of food-poisoning 
had been notified in the Lancashire outbreak. Of these, 786 
occurred in the Lancashire Administrative County, where 24 
patients were in hospital.. Three deaths have been reported, 
two of them being confirmed as due to infection with 
Salmonella morbificans bovis; the third is strongly suspec- 
ted to be due to this organism, but had not been confirmed 
before we went to press. 
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Medical News 


West London Medi Society—The annual 
banquet of this Society was held at Apothecaries’ Hall 
on June 25, with the president, Dr. Geoffrey Konstam, in 
the chair. In proposing the toast of the president and 
Society Viscount Simon said that he had reached the age 
of 80 without ever having had an operation or an anaes- 
thetic, and was still able to see without the use of spectacles. 
Speaking on the two professions of the law and medicine, 
he observed that it was notorious that the lawyers did agree 
but the doctors did not. After leaving a case the lawyer 
always asked himself the question, “ Have I left anything 
out?” and the surgeon, “ Have I left anything in?” A 
learned profession, he said, was based upon an exact pre- 
liminary study and examinations, and the professional man, 
without the backing of great wealth, was able to pursue his 
professional career in the service of the people. Seconding 
this toast, Sir Cecil Wakeley, P.R.C.S.; said that he had 
watched Dr. Konstam’s progress for many years and with 
growing admiration since the time he was a student at King’s. 
In response, Dr. Konstam made a number of happy 
references to the career of their distinguished guest Lord 
Simon: “ We all hope his long drive through life will con- 
tinue.” He récalled with gratitude Sir Cecil Wakeley’s help 
to him as a house-surgeon. The toast, “ The Guests and 
Kindred Societies,” was proposed by Mr. Harold Burge, and 
responses were made on behalf of the guests by Air Marshal 
Sir Harold Whittingham and Dr. Hugh Clegg. 


Royal Society of Tropical Medicine and Hygiene.—At the 
forty-sixth annual general meeting, held at Manson House, 
London, on June 18, Dr. F. Norman White was inducted 
as president by the retiring president, Sir Neil Hamilton 
Fairley, F.R.S. Sir Neil recalled Dr. White’s distinguished 
career in the Indian Medical Service, with the League of 
Nations, and at the School of Hygiene in Athens. 
Dr. White then presented the Manson Medal, which is 
bestowed every three years for distinguished service to 
tropical medicine, to Professor Jéré6me Rodhain, of the 
Prince Leopold Institute of Tropical Medicine, Antwerp, 
the creator and first chief of the medical service of the 
Belgian Congo as it is now constituted and an active research 
worker in tropical medicine during 50 years. The Chalmers 
Medal, which is awarded every two years for distinguished 


research to a worker under 45 years of age, was presented - 


to Mr. D. 5. Lewis, entomologist, of the Sudan Medical 
Service. After the official business a coloured film was 
shown, “The Human Blood Fluke,” on the life cycle of 
Schistosoma mansoni. The film was made at the Wellcome 
Laboratories of Tropical Medicine, London. 


Local Medical Societies—Recent meetings have included 
the following: Scottish Society of the History of Medicine— 
The 17th meeting of the society was held at King’s College, 
Newcastle-upon-Tyne, on June 20, with Dr. Douglas 
Guthrie, vice-president, in the chair. Professor J. Boyes, 
of the Newcastle Dental School, read a paper on “Some 
Aspects of Dental History.” He prefaced a description of 
the growth and development of dentistry in Britain with an 
account of the pioneer work of James Rae, an Edinburgh 
surgeon of the eighteenth century, who was the first to give 


systematic instruction on diseases of the teeth in this country. 


Dr. M. H. Armstrong Davison then spoke on “ Byways in 
the History of Anaesthesia.” He said that five years before 
Simpson introduced chloroform into anaesthetic practice 
Dr. Glover, of Newcastle, had published a paper in the 


Edinburgh Medical Journal describing the effect of chloro-— 


form on dogs, and had suggested that the drug might be 
administered by inhalation. Dr. Davison also discussed the 
introduction of hypodermic medication, hypnosis, and freez- 
ing as agents of anaesthesia, and gave an account of the 
career of Dr. John Snow. The meeting concluded with a 


demonstration of early medical works, arranged by Dr. 
W. H. Mitchell in King’s College Library. Society of 
Physicians in Wales——The fourth meeting of the Society 
was held at Ruthin Castle, North Wales, on June 19 and 20, — 
under the chairmanship of Dr. S. W. Patterson. The princi- 
pal discussion was on diabetic difficulties, and the opening 
speakers were Dr. S. W. Patterson, Dr. W. Esmond Rees, 
Dr. P. E. Dipple, and Dr. Leonard Howells. Papers were 
also read by Dr. D. A. Williams on “Deaths from 
Asthma,” by Dr. G. Lloyd on “ Thrombosis of the Internal 
Carotid Artery in the Neck,” and by Dr. E. A. Spriggs and 
Mr. O. A. Marxer on “Cascade Stomach and Abnormal 
Gastric Rotation.” Ulster Paediatric Society—The. annual 
dinner was held on May 29 at Ballygally Castle Hotel, with 
Mr. Ian Fraser in the chair. After dinner, Mr. Fraser gave 
a talk on his recent visit to West Africa on behalf of the 
British Medical Association. South-west Regional Paediatric 
Club.—A meeting was held at Cheltenham on May 16 and 
17. Cases were presented by Dr. C. P. Donnison and Dr. 
A. F. D. Darlington. A demonstration of orthoptic cases 
was given by Mr. J. G. D. Currie and Mr. R. W. Stephen- 
son, and there was a discussion on the scope and functions 
of a Children’s Orthoptic Department.. Papers were read 
by Dr. C. P. Donnison on “Congenital Atresia of the 
Oesophagus,” by Dr. J. A. Crawford on “Some Psycho- 
somatic Syndromes in Child Guidance Practice,” and by 
Dr. Beryl Corner on “ Retrolental Fibroplasia.” _ 


Breathing Machines.—Hospitals can have their Both 
respirators modified so as to make them more efficient, 
according to a recent Ministry of Health circular (No. 
94309/22/1—T.F.14). Kits of parts are available for this, 
and hospitals are invited to state how many they need. 
The circular also announces a draft performance specifica- 
tion for breathing machines. So far two entirely new com- 
mercial respirators have been found to satisfy the new 
specification, but only very few of these machines will be 
available until next year, and they cost between £800 and 


£1,000 each. 


The D.P.M. Examination.—The Psychological Medicine 
Committee of the Royal College of Physicians, under the 
chairmanship of Sir Russell Brain, P.R.C.P., has now 
reported. The committee was appointed three years ago. 
It proposes amendments to the regulations governing the 
D.P.M. examination which are designed to improve the 
balance of the examination and to make it easier for candi- 
dates to fulfil the requirements for sitting it. The main 
requirement is that the candidate should have spent two 
years in a recognized psychiatric hospital, centre, or depart- 
ment. The examination in neurology should be retained ; 
and knowledge of mental deficiency, child psychiatry, 
forensic psychiatry, and social psychiatry be expected. The 
committee deplores the present trend towards making the 
D.P.M. a hall-mark of consultant status : the diploma should 
normally be obtained before appointment as a senior regis- 
trar or senior hospital medical officer. As in other special- 
ties, candidates for consultant status should hold higher 
qualifications in general medicine, as well as presenting 
adequate experience in psychiatry. The Conjoint Board 
has accepted the committee’s recommendations. 


Nursing Shortage in Mental Hospitals—The Working 
Party on the Recruitment and Training of Nurses estimated 
that the wastage of student nurses in mental hospitals was 
about double that of those in general hospitals (80% as 
against 40%) ; and the situation has not improved since then. 
Last month the Minister of Health announced the appoint- 
ment of two mental nursing officers, a man and a woman, 
to the staff of the Chief Nursing Officer at the Ministry to 
deal with mental nursing problems. He also issued a circu- 
lar (No. 60300/1/7/2/P.T.9) on the recruitment and training 
of nurses for this service. Inadequate selection is .blamed 
as an important cause of the high wastage, and suggestions 
are made for increasing the interest of the student nurse in 
her work. To counteract the effect. of more stringent selec- 
tion the wider use of nursing assistants is 
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International Council of Nurses.—The tenth quadrennial 
congress of the International Council of Nurses is being 
held in Brazil from July 12 to 17. To it are going 27 British 
nurses, who include among their number the matrons of 
Guy’s, St. Bartholomew's, St. Mary’s, University College 
Hospital, the Hospital for Sick Children, Great Ormond 
Street, Leeds General Infirmary, and Queen Charlotte's 
Maternity Hospital ; and the Chief Nursing Officers of the 
Ministry of Health and the Ministry of Labour. Two British 
nurses, Miss G. E. Davies and Miss M. J. Marriott, will be 
respectively treasurer and deputy treasurer of the Congress. 
Subjects to be discussed at the Congress include “ Profes- 
sional . Nursing,” “* New Trends in Nursing School Cur- 
ricula,” “The Teaching and Supervision of Auxiliary Per- 
sonnel,” and “Acceptable Nursing Service Standards in 
Obstetrics, Tuberculosis, Paediatrics, General Medical Care, 
and Public Health.” 


Presentation to Sir Sydney Smith.—On the occasion of 
his retirement from the Regius Chair of Forensic Medi- 
cine at Edinburgh Sir Sydney Smith was presented with a 
Georgian silver salver by the students. The presentation 
was made on June 18 by Mr. Francis J. Lenman. 


COMING EVENTS 


Medical Research Society Lecture.—Dr. Wilder Penfield, 
O.M.., will deliver the Medical Research Society Lecture for 
1953 at the London School of Hygiene on July 6 at 5.30 p.m. 
His subject will be “ Mechanisms of Voluntary Movement.” 
The lecture is open to non-members of the Society. 


Renal Association.—The Renal Association will hold an 
open meeting at the Royal Society of Medicine on July 10 
at 2 p.m., when the proceedings of the international sym- 
posium on the kidney, held jointly with the Ciba Founda- 
tion, will be reviewed by five members of the symposium. 
The speakers will be Professor Jean Oliver (New York), 
Dr. J. V. Taggart (New York), Dr. R. F. Pitts (New York), 
Dr. N. Alwall (Lund), and Professor J. G. G. Borst 
(Amsterdam). Admission is free without ticket. 


Nutrition Society—The 82nd meeting of the Nutrition 
Society will be held at the National Institute for Research 
in Dairying, Shinfield, near Reading, on July 28, at 11.15 a.m. 
Professor H. D. Kay, F.R.S., will be in the chair. Further 
details may be obtained from Dr. R. J. L. Allen, Monkhouse 
and Glasscock, Ltd., Snowsfields, London, S.E.1. 


Electronics Exhibition.—The 8th Annual Exhibition of the 
Institution of Electronics will be held at the College of 
Technology, Manchester, from July 15 to 21. Part of the 
Research Section of the Exhibition will be devoted to “‘ The 
Medical Applications of Electronics,” and will include dis- 
plays by the Christie Hospital and Holt Radium Institute, 
the Department of Education of the Deaf at Man- 
chester University, the Leeds University Medical Physics 
Department, the Lewisham Hospital, London University 
Postgraduate Medical School, the Radiochemical Centre, 
Amersham, and the Royal Cancer Hospital. There will also 
be lectures on some of the electro-medical exhibits. Further 
information from Mr. W. Birtwistle, 17, Blackwater Street, 
Rochdale, Lancs. 


The Eleventh International Congress of Industrial Medi- 
cine is to be held in Naples in September, 1954. 


NEW ISSUES 


Abstracts of World Medicine.—The July issue (Vol. 14, No. 1), 
which is now available, contains abstracts of important papers 
on both medical and surgical subjects drawn from the medical 
literature of some 20 different countries and of all five continents. 
In addition to clinical medicine and surgery, the subjects covered 
include pathology, bacteriology, pharmacology, and chemo- 
therapy, and there are also sections dealing with medical genetics, 
public health, industrial medicine, anaesthetics, radiology, and 
the history of medicine. 


Issued monthly ; annual subscription £4 4s., single copy 8s. 6d. ; 
a specimen will be sent free on request. 


SOCIETIES AND LECTURES 


A fee is charged or a ticket is required for attending lectures marked @. 
Applications. shculd be made first to the institution concerned. 


Saturday, July 4 
BriTisu OF ALLERGISTS. Pathology Department, Royal 
Infirmary, Newport Road, Cardiff, 10.30 a.m., general meeting. 


Tuesday, July 7 

INSTITUTE OF LARYNGOLOGY AND OTOLOGY.—5 p.m., Dr. P. H. Holinger 
(Chicago): Congenital Abnormalities of the Lower Respiratory Tract 
and the Oesophagus. 

Royal COLLEGE OF PHYSICIANS OF LONDON.—5 p.m., Croonian Lecture by 
Sir Allen Daley: The Place of the Hospital in a National Health Service. 


Wednesday, July 8 

ROYAL Coalaes OF SURGEONS OF ENGLAND.—4.30 p.m., Hunterian Lecture 
by Professor Wilder Penfield, O.M. (McGill University) : Temporal Lobe 
Epilepsy. A Discussion of Cause, Symptomatology, and Radical Treat- 
ment. 


Thursday, July 9 

panne or LARYNGOLOGY AND OTOLOGY.—5.30 p.m., Dr. R. s. Silverman 
=. Louis): An Informal Talk on Audiology in the United States—Present 

rends. 

RoyaL COLLEGE OF PHYSICIANS OF LONDON.—S5 p.m., Croonian Lecture by 
Sir Allen Daley: The Place of the Hospital in a National Health Service. 

Royat CoLLtete OF SURGEONS OF ENGLAND.—S5 p.m., Imperial Cancer Re- 
search Fund Lecture by Professor Charles Huggins (Chicago): Treat- 
ment of Advanced Mammary Cancer. 


APPOINTMENTS 


Carey, A. S., M.B., Ch.B., D.P.H., Senior Medical Officer, Norfolk 
County Council. 

East ANGLIAN HospiTat Boarp.—R. S. Monro, M.B., B.Chir., 
P.R.C.S., Consultant Surgeon to the Ipswich Hospital Group; Mrs. Joan 
McConnell, M.B., B.Chir., Registrar in Psychiatry, St. Andrew’s Mental 
Hospital; Mrs. Agnes W. McCarthy, M.B., B.S., D.A., Anaesthetic 
Registrar, Peterborough Memorial Hospital ; J. B. Das, M.B., B.S., Surgical 
Registrar, East Suffolk and Ipswich Hospital ; B. W. Powell, M.B., B.Chir., 
M.R.C.P., D.C.H., Consultant Paediatrician in Peterborough Area; Jean 
T. Holland, M.B., Ch.B., Medical Officer, Regional Blood Transfusion 
Unit; L. B. G. Bennett, M.B., B.Chir., Surgical Registrar, Great Yar- 
mouth and Gorleston Hospital; L. C. Luck, L.R.C.P.&S.Ed., Anaesthetic 
Registrar, West Suffolk General Hospital: J. D. Lumsden, M.B., Ch.B., 
Anaesthetic Registrar, United Norwich Hospitals; F. H. Prouse, M.D., 
Orthopaedic Registrar, East Suffolk and Ipswich Hospital and Ipswich 
Borough General Hospital; D. H. Clark, M.B., Ch.B., M.R.C.P., D.P.M., 
Consultant Psychiatrist, Fulbourn Hospital (Medical Superintendent) and 
Addenbrooke’s Hospital ; J. H. Dean, M.D., Consultant Pathologist, New- 
market General Hospital; S. L. Mitra, M.B., Ch.B., D.M.R., Part-time 
Consultant Radiologist in the West Suffolk Area; R. G. Gudex, M.B., 
Ch.B., Dip.R.C.0.G. (New Zealand), Registrar in Obstetrics and Gynaeco- 
logy, Peterborough Memorial Hospital. 


BIRTHS, MARRIAGES, AND DEATHS 


BIRTHS 


Brewerton.—On June 19, 1953, to Sylvia (formerly Sturridge), wife of 
Dr. Richard Brewerton, Fair Hill, Hartsbourne Avenue, Bushey Heath, 
Herts, a son—Jonathan Michael. 

Hayes.—On June 19, 1953, to Josephine Jill (formerly Borman), M.B., 
Ch.B., wife of Maurice John Hayes, B.Sc., of The Walnuts, Bath Road, 
Taplow, Berks, a third daughter—Nicola Jane. 

Mallows.—On June 23, 1953 at Bucklands Hospital, Dover, Kent, to 
Rhona, wife of Surgeon Lieutenant H. R. Mallows, R.N., a daughter. 
Tatlow.—On June ii, 1953, at the Royal Victoria Hospital, Montreal, 
Canada, to Andy, wife of W. F. T. Tatlow, M.D., M.R.C.P., a daughter 

—Susan Anne. 

Thomas.—On June 18, 1953, at Nuffield House, Guy's Hospital, London, 
S.E., to Jane, wife of R. S. Thomas, M.R.C.S., L.R.C.P., a sister for 
David—Ellen Marion. 

Williams.—On June 17, 1953, at 155, Andover Road, Newbury, Berks, 
to Moza, wife of Dr. P. M. de C. Williams, a second daughter. 


DEATHS 

Barnes.—On May 31, “— Edgar Barnes, M.B., Ch.B., of 64, Lichfield 
Grove, Finchley, Londo N. 

Colman.—On June 4, 1953, ‘Dorothea Colman, M.D., of Henlow Vicarage, 
Beds, aged 82. 

Crosbie.—On June 7, 1953, Douglas Edward Crosbie, M.C., L.R.C.P.& 
S.I. and L.M., of Templeard, Culmore, Londonderry. 

Daly.—On June 11, 1953, at 406, Dewsbury Road, Leeds, James Patrick 
Gargan Daly, M.B., B.Ch. 

Jameson.—On June 12, 1953, at 30, Spencer Place, Leeds, Yorks, Richard 
Cartwright Jameson, M.D., 82. 

Langmore.—On June 3, 1953, at his home, Aston Tirrold, Didcot, Berks, 
Herbert Richard Langmore, M.B., B.Ch., aged 85. 

Mane.—On May 31, 1953, Alan Cowan Mann, M.C., M.B., Ch.B., of 
Glebe House, Caheragh, Drimoleague, Co. Cork. 

ay Te June 1, 1953, at Crantock, Cornwall, Alfred Lea Martyn, 

Matheson.—On June 1, 1953, at Folkestone, Kent, James Matheson, M.D., 
of 10, Uxbridge Road, Rickmansworth, Herts. 

Mowle.—On May 29, 1953, at his home, Lansdowne House, Devizes, 
Wilts, Alfred Charles Mowle, M.B. 

Renshaw.—On May 28, 1953, at Salisbury, John Allister Renshaw, 
M.R.C.S., L.R.C.P., Colonel, R.A.M.C., retired, late of Heather Lodge, 
Hook Heath, Woking, Surrey, aged 69. 

Turner.—On June 3, 1953, at Crieff, Perthshire, the Reverend William 
Young Turner, M.B., Ch.B., D.T.M.&H., of Braid Road, Edinburgh, 
formerly of Nyasaland. 

Walker.—On June 6, 1953, at his home, 2, Belgrave Place, Brighton, 
Sussex, Charles Edward Walker, D.Sc., M.R.C.S., L.R.C.P., aged 82. 

Wirgman.—On June 6, 1953, at White Hall, Hemingford Abbots, Hunting- 
donshire, Charles Wynn Wirgman, T.D., M.D., F.R.C.S., of 110, Cannon 
Street, London, E.C., aged 77. 
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Any Questions ? 


* Correspondents should give their names and addresses (not 


for publication) and include all relevant details in their 
questions, which should be typed. We publish here a selec- 


tion of those questions and answers which seem to be of . 


general interest. 


Adrenaline Therapy and Hypertension 


Q.—Does the prolonged use of adrenaline in large 
amounts for asthma lead to permanent hypertension ? 


A.—There is general agreement among writers of long 
experience in the treatment of asthma that there is no danger 
of permanent hypertension in the prolonged use of adrena- 
line, even in large amounts, if these are necessary for the 
relief of the attacks of asthma. It is presumed that the 
“large amounts” of adrenaline refer to the dosage neces- 
sary to ease the attacks, and that side-effects, due to over- 
dosage with adrenaline, are absent. 


Bathing after a Mastoid Operation 


Q.—Should someone who has had a mastoid operation be 
allowed to bathe ? 


A.—After any form_of operation in which the mastoid 
cavity connects with the ear canal, such as in the radical 
and modified radical operation, it is always advisable to 
take precautions against getting water into the ear, either 
when washing, having a bath, and particularly when swim- 
ming. If, as is particularly the case in swimming, the water 
is well below body temperature, it may cause giddiness 
which may have a serious consequence in deep water. It 
is more than likely that some fatalities while bathing may 


be caused by cold water entering into the middle ear, either 


through a perforation or as a result of a mastoid operation, 
and causing sudden and severe vertigo. Also water getting 
into a dry tympanic cavity may provoke or augment dis- 
charge. For these reasons anyone who has had a radical 
or modified radical or a fenestration operation should 
always take very careful precautions against getting water 
into the ear. The best way of doing this when going bath- 
ing is to plug the ear with cotton-wool dipped in “ vaseline,” 

to put a coating of weeline ¢ over the plug, and to wear a 
bathing-cap over that. 


Sensitivity to Sulphonamides and Antibiotics 


Q.—What can be done for a patient who is very sensitive 
to all the usual antibiotics and sulphonamides? Sensitivity 
has usually become manifest on the third or fourth occa- 
sion of administering one of them, and, once established, it 
develops rapidly. Within a few minutes of taking the drug 
there is generalized angioneurotic oedema with the forma- 
tion of bullae. This persists for about ten days, and is 
unaffected by antihistamine drugs. The patient is not sensi- 
tive to food or to other drugs such as quinine and aspirin. 


A.—I have never yet seen a case sensitive to ali the anti- 
biotics as well as sulphonamides, and I think that this 
must indicate that the present case has a very marked 
allergic diathesis. In such a case I would recommend that 
the patient’s sensitivity to all the common antigens should 
be carefully investigated, and that he should be protected 
from, and/or desensitized against, any to which he reacts, 
as this may lessen the likelihood to sensitivity occurring 
when newer antibiotics are used. It is a common finding 
that the sensitivity, especially to penicillin, will disappear 
spontaneously after weeks or months. Desensitization 
against antibiotics in my hands has not been very successful, 
but techniques for desensitization against penicillin have 


been described by O’Donovan and Klorfajn,’ against sul- 
phonamides by Park,? and against P.A.S. and streptomycin 
in “ Any Questions ? ’”* 

It is obvious that antibiotics should be reserved in this 
case only for diseases dangerous to life, and then should 
be given from the first with one of the more potent anti- 
histamine drugs. If reactions still occur cortisone or 
A.C.T.H. could be given with the antibiotic. 


REFERENCES 


1 Lancet, 1946, 2, 444. 
2 Ibid., 1944, 1, 401. 
3 British Medical Journal, 1953, 1, 1403. 


Streptomycin and the Hands 


Q.—What treatment is advised for an intractable sensitiza- 
tion dermatitis, with pruritus, on the fingers of a doctor who 
has been handling streptomycin? Finger-contact with the 
drug has been eliminated by the use of gloves, but deep 
painful fissuring of the normal creases and pulp of the 
finger persists as well as severe pruritus at night. The 
diagnosis has been confirmed independently by a dermato- 
logist. 


A.—The only treatment in a case such as this is complete 
avoidance of the substance to which the patient is sensitive 
—in this case, streptomycin. Attemipts at specific or non- 
specific desensitization or the use of rubber gloves or barrier 
creams are most unlikely to afford any relief. 


Synthetic Cream ’ 


Q.—What is the nature of synthetic cream? Has it any 
dietetic disadvantages or advantages ? 


A.—Synthetic creams are essentially stabilized artificial 
emulsions of fat. A typical specimen might be expected 
to contain about 40% of a bland edible oil kept in the 
form of an aqueous emulsion by means of stabilizers such 
as methyl-ethyl-cellulose and glyceryl mono-stearate. Sugar 
is usually added, and also salt and various flavouring and 
colouring agents. Synthetic creams should share with 
natural cream the advantage of supplying fat in readily 
digestible form. Possibly they may be preferred to the 
natural product for better keeping qualities and presumably 
for bacterial sterility. Fresh cream, on the other hand, is 
not to be neglected as a source of vitamins A and D. It is, 
moreover, free from indigestible constituents, such as methyl- 
ethyl-cellulose, whose best recommendation for inclusion in 
our diet is that they are not known to do any harm. 


Complications of Radiotherapy to the Pelvis 


Q.—What complications of therapy can follow the treat- 
ment of pelvic neoplasms with deep x rays? Are the nerves 
ever affected, leading to widespread root pains? If so, what 
can be done to relieve the pain? 


A.—Some of the more important complications follow- 
ing the radiation treatment of malignant disease of the 
female pelvis concern the bladder, pelvic bones, ureter, and 
the bowel, particularly the rectum. Rarely, the bladder is 
the site of a chronic radiation ulcer or a fistula; patho- 
logical fracture of the pelvis or femoral neck is very occa- 
sionally seen; ureteric obstruction, hydronephrosis, and 
renal failure may follow on periureteric fibrosis which 
occurs after the treatment of the more advanced cases of 
carcinoma of the cervix associated with invasion of the 
parametria ; damage to the bowel shows itself by diarrhoea, 
with abdominal pain and vomiting or tenesmus if the 
rectum be affected. 

Severe complications of the type mentioned usually 
occur ,when radium and x-ray treatment are administered in 
combination. X-ray therapy alone, while often accom- 


panied by temporary discomforts, rarely produces severe 
visceral complications. 


It is safe to assume that normal 
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merve tissues are insensitive to radiation and unlikely to 
be damaged under ordinary therapeutic conditions. In the 
absence of evidence of visceral or osseous damage, persis- 
tent severe pain after radiotherapy usually means that 
neoplasm is present—somewhere. In such cases the mea- 
sures available for relief of pain are: analgesics (a mixture 
containing aspirin, phenacetin, and caffeine with 20 minims 
(1.2 ml.) of “nepenthe” is often very tan: epidural 
alcohol injections ; and cordotomy. 


Domiciliary Treatment of Hodgkin’s Disease 


Q.—Is the treatment of Hodgkin's disease by chemo- 
therapy practicable in the home? If so, how exactly should 
treatment be given and controlled? 


A.—Patients with Hodgkin's disease are generally better 
admitted to hospital for treatment by chemotherapy. This 
facilitates the necessary haematological controls, which 
would be all the more necessary if the patient were treated 
at home. If facilities were available for blood counts at at 
least weekly intervals it would be practicable to treat a 
patient at home. The differential white count and platelet 
count must be satisfactory, and the possibility of latent 
damage to the haemopoietic system by previous chemo- 
therapy or x-ray therapy must be borne in mind. 

Nitrogen mustard may be given by two intravenous injec- 
tions on consecutive days of 0.2 mg./kg. at each injection, 
care being taken to ensure that the fluid does not leak into 
the surrounding tissue. Alternatively triethylene melamine 
(T.E.M.) might be given in a dose of 0.25 mg./kg. in enteric- 
coated tablets, the dose being divided over a period of three 
days. From both these forms of treatment the maximum 


fall in the blood count and platelet count occurs in two to ! 
in 


three weeks. Severe leucopenia at this stage may necessitate 
the administration of antibiotics, and any haemorrhagic 
manifestation will require the admission of the patient to 
hospital and possibly blood transfusion. It would also be 
very necessary, should the patient require further hospital 
treatment by x rays or chemotherapy, that the full details 
of the treatment administered should be available. 

Hodgkin’s disease in its early localized form is better 
treated by localized deep x-ray therapy than by chemo- 
therapy. 


Acupuncture 
Q.—How is acupuncture performed? What are the indi- 
cations for its use? A patient of mine with a perpetually 
blocked nose has had remarkable relief since acupuncture 
was performed in France recently. 


A.—Acupuncture is based on the ancient Chinese theory 
of Yin and Yang, and it has a vogue in France comparable 
to that enjoyed by the serum treatments of Bogomoletz and 
Bardach. It is performed by pricking with a needle a point 
situated a few centimetres above the internal malleolus and 
just behind the posterior border of the tibia, as according 
to the theory the “lines of force” of the liver, spleen, and 
kidneys intersect at this point. Considerable success has 
been reported in the treatment of diverse conditions such 
as insomnia, general debility, and enuresis. It is also per- 
formed locally for Dupuytren’s contracture and keloid 
formation. There would appear to be no rational basis 
for its use. 


Vision for Reading a Car’s Number 


Q.—What vision on Snellen’s Test Type corresponds to 
the ability to read a motor-car number plate at 25 yards 
(23 metres)? 


A.—Ability to read a motor-car number plate at a distance 
of 25 yards corresponds to something between 6/12 and 
6/18 on the Snellen’s Test Type. In other words, an eye 
capable of reading 6/12 on the Snellen’s Type should easily 
be able to read a number plate at 25 yards, but a patient 
with only 6/18 vision would have some difficulty in doing so. 


NOTES AND COMMENTS 


Physiological Clocks.—Dr. MACDONALD CRITCHLEY (London 
W.1) writes: The answer given as to the role of the nervous syp 
tem in estimating the passage of time (“‘ Any Questions ?” 
June 13, p. 1344) could be expanded. The sense of time is g 
relative sensory experience which is markedly influenced by many 
factors, as, for example, various affective disorders. Subjective 
experience of severe physical pain obviously plays a role ig 
retarding the sense of the passage of time. On the other hand, 
events, whether real or imagined, may become speeded up in ag 
illusory fashion. The compulsive panoramic reminiscence of 
agonal states may be quoted as an instance of the latter condi- 
tion. But the questioner is probably more interested in the prob. 
lem whether an. upset in the temporal sense can be associated 
with focal brain disease. With lesions of the middle third of the 
brain (temporo-parietal region) the patient may have a very 
inaccurate conception of the hour, or of the temporal order of 
events. Clinical experience is as yet insufficient to show whether 
disease of the dominant or of the subordinate hemisphere is of 
greater significance in this connexion. As Ehrenwald has pointed 
out, it is necessary to distinguish between a primitive time sensg 
and a gnosic time conception, the latter faculty entailing a 
comprehension. of chronological order. Spatial disorders are 
often linked with temporal defects, especially where circumscribed 
cerebral lesions are concerned. Clinically, one can distinguish 
the following defects: (1) inability to judge the passage of time; 
(2) difficulty in guessing the approximate hour of the day without 
recourse to clues; (3) gross disorientation in time; (4) altered 
temporal associations with habitual activities; and (5) illusory 
acceleration of the passage of time (the Zeitraffer phenomenon 
of German neurologists). The term ‘* Leonhard’s syndrome ” can 
aptly be applied to the association of temporal disorientation, 
dyscalculia, dysgraphia, and ones apraxia, as occurs with 
left-sided lesions of the brain. 


Holiday T.A.B.—Lieutenant B. W. Hitt, R.A.M.C., writes: 
I note with interest the reply to the query about holiday T.A.B. 
“ Any Questions ? " (June 6, p. 1289). It stated that the dose 
of the phenolized vaccine is double that of the alcoholized type, 
and that the interval between injections should be seven to four- 
teen days. The Army regulations differ from this. They state 


that the two primary injections should be given at a month’s © 


interval, with a booster after six months, and an annual booster 


thereafter while the individual remains at risk. Further, the dose 


of the two types of vaccine is the same, being 0.25 ml. and 
0.5 ml. for the first two and 0.25 ml. for further ones. 


Our Expert writes: The ordinary dosage of T.A.B. vaccine 
as recommended by the makers and the 1951 Addendum to the 
British Pharmacopoeia is as stated; that is, 0.5 ml. and 1 ml, 
given at an interval of 7 to 28 days. The Army phenolized 
vaccine is made up at double strength, which would therefore 
reduce the volume by half; that is, 0.25 ml. and 0.5 ml. The 
interval between the first and second doses should not be less 
than seven. days, but I know of no evidence that a better anti- 
body response is obtained after an interval of one month than 
after an interval of two weeks, although with diphtheria and 


tetanus toxoids the longer interval is associated with a better — 


antitoxin response. The frequency of the booster dose will 
obviously depend on the degree of risk to the individual 
concerned. 


Correction.—The sentence in the letter by Mr. J. P. Jackson 
on “ The Judet Operation ” which read: “It is likely that many 
of the cases of fracture following the Judet operation will subse- 
quently become osteoarthritic and painful owing to the incon- 
gruity of the surfaces’? (June 27, p. 1450) should have been: 
“It is likely, however, that many cases of fracture treated by the 
Judet operation will subsequently become osteoarthritic and pain- 
ful owing to the not quite perfect fit of the prosthesis.” 


“Any Questions?” Book.—The second book of selected 
“Any Questions ?” is available, price 7s. 6d. (postage 6d.). 


Copies may be obtained either direct from the Publishing 


Manager, B.M.A. House, Tavistock Square, London, W.C.1, or 
from your bookseller. 


All communications with regard to editorial business should be addressed 
to EDITOR, British MEDICAL JourNaL, B.M.A. House, TavisToce 
SQuar’ LONDON, W.C.1. TELEPHONE: EUSTON 4499. TELEGRAMS: 
‘Autology, Westcent, London. ORIGINAL ARTICLES AND L 
forwarded for publication are understood to be offered to the British 
Medical Journal alone unless the contrary be stated. 

Authors desiring REPRINTS should communicate with the Publishing 


dvertisement Manager, 
preee. Leaks London, W.C.1 (hours 9 a.m. to 5 p.m.). 
Westcent, London. 
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